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in the treatment of migraine 


IT’S A MATTER 
OF PREFERENCE 


“...THE ROUTE OF CHOICE FOR THE SUCCESSFUL TREATMENT OF MIGRAINE.” 


PHYSICIANS PREFER PRESCRIBING MIGRAINE PATIENTS PREFER TAKING 
SUBLINGUAL ‘ERGOMAR’® TABLETS because they: SUBLINGUAL ‘ERGOMAR®™ TABLETS because they: 


have virtually parenteral effectiveness... unlike + dissolve in seconds...act in minutes... 
oral tablets (effective in about 50% of cases'), sublingual ERGOMAR Tablets dissolve in 30 seconds... effective 
ERGOMAR Tablets relieve migraine in 80-90% of cases’ _relief in most patients is obtained in less than 20 minutes.’ 


+ act with nearly parenteral speed® + rarely cause gastrointestinal upset, such as nausea, 

+ bypass the G.I. tract, thanks to rapid sublingual vomiting, diarrhea or intestinal spasm, as do other routes 
absorption directly into the blood stream of administration 

« show lower incidence of reactions than any other route - + can be taken inconspicuously anywhere, any time, 

+ make no demands on physician’s time as with injections without water, syringes, or gadgets 


References: 1, Friedman, A. P, et al.: New York State J. Med 59:2359 (June 15) 1959. 2. Blumenthal, L. S., Fuchs, M.: Southern M.J. 53:47 (Jan.) 1960: 
3. Martin, J. B., et al.: E.E.N.T. Digest 22:15 (May) 1960. 4. Blumenthal, L. S., Fuchs, M.: Am. J. Gastroenterol. 33:189 (Feb.) 1960. 5. DeJong, R. Ni 
GP 19:146 (April) 1959. 
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1 rand of phenelzine dihy dro 


EFFECTIVE IN 4 OUT OF 5 PATIENTS 
| Full dosage information, available on request. should 
Re |. “Hobbs, E.: The Use of Phenelzine: An Antidepressant, in General Practice, 
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Tue JoURNAL OF THE AMERICAN OsTEOPATHIC ASSOCIATION is the 
official scientific publication of the American Osteopathic Association. 
Articles are accepted with the understanding that they have not been 
published or accepted for publication elsewhere, 


Manuscripts 


1. Manuscripts should be typed in triplicate, the original and carbon 
sent to THE JOURNAL, and one carbon kept by the author. All copy, 
including quotations, footnotes, tables, references, and legends for 
figures should be double-spaced, with ample margins. 


2. References are required for all material derived from the work of 
others, whether or not author’s names are mentioned. Reference num- 
bers should be assigned in order of reference in the article. Each refer- 
ence must include the name of the author and the full title cf the article 
or book. For periodicals, the name, volume number, complete date, and 
inclusive paging of the article are required. For books, the edition, the 
name and location of the publisher, and the year of publication are 
required. Exact page numbers must be given for all direct quotations. 
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3. Original roentgenograms or slides can be used for reproduction, 
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the choice--by acclamation! 
for rmgworm therapy 


In the less than 2 years since griseofulvin—first orally effective antifungal antibiotic 
—was introduced, over 250 leading investigators have published over 150 clinical 
reports and reviews in 20 countries concerning results in over 4,500 patients 
with dermatomycoses. Almost all of the patients benefited from griseofulvin. 
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SAUNDERS 
BOOKS 


Valuable to the Osteopathic Physician 


New! Pillsbury et al.— 
Manual of 
Cutaneous Medicine 


This practical new manual brings you a 
wealth of immediately applicable information 
on the entire range of cutaneous diseases. 
You'll find diagnosis, prevention and treat- 
ment methods for those skin diseases you 
meet most frequently in daily practice—from 
acne to tumors of the skin. Hundreds of il- 
lustrations of various types of skin lesions 
aid you in recognizing unusual “disturbances. 


The authors stress the general principles of 
physiology, chemistry and anatomy to pro- 
mote a fuller understanding of dermatologic 
therapy. Preferable methods for each disease 


New (2nd) Edition! Masserman’s 
Principles of Dynamic Psychiatry 


An up-to-date revision of a popular guide to the fundamentals 
and underlying principles of the practice of psychiatry. The 
approach of this book is predominantly clinical, dealing with 
psychiatry in action. Dr. Masserman brings you the tremen- 
dous advances made in psychiatry in recent years—advances 
with which he has been actively associated. Entirely new sec- 
tions are included on disturbances of communications and the 
evolution of psychotherapy. You'll find an unusually help‘ul 
glossary of psychiatric terms and phrases, an outstanding bib- 
liography containing over 1200 titles and a wealth of illumi- 
nating case histories. 


By Jutes H. MAssERMAN, M.D. Professor of Neurology and Psy- 
chiatry, Northwestern University and Director of Education, Illinois 
State Psychiatric Institute, Chicago. About 352 pages, 6” x 914", 
illustrated. About $8.00. New (2nd) Edition—Ready May! 


New! White—Clinical 
Disturbances of Renal Function 


This is a complete clinical guide to recognizing, understand- 
ing and managing kidney malfunction—whether due to in- 
trinsic renal disease or to one of the many physiological 
disturbances that may affect the kidneys. The major portion 
of the book deals with specific kidney disorders—their signs, 
symptoms and treatment. You'll find excellent discussions of 
such topics as: nephrotic syndrome—hypertension and renal 
dysfunction—acute renal failure—obstetrical aspects of renal 
dysfunction—surgical aspects of renal dysfunction—conges- 
tive heart failure—genetically induced renal dysfunction— 
ete. 


By Apranam G. Wuirte, M.D., F.A.C.P., Associate Visiting Phy- 
sician and Chief of the Renal Disease Clinic, Queens Hospital 
Center, Jamaica, N. Y. About 512 pages, 6%” x 9%”, illustrated. 
About $11.00 New—Just Ready! 


are stated in full detail. Alternate methods 
are also given. Information is provided on 
which skin diseases can safely and effectively 
be managed in general practice and which 
should be referred to specialist care. Descrip- 
tions are given, whenever possible, for those 
changes in the skin that are representative of 
systemic disease. Thus the reader is advised 
on the diagnostic value of the skin as it re- 
flects disorders present elsewhere in the body. 


By Donatp M. Pitussury, M.A., D.Sc., (Hon.), 
., F.A.C.P.; WALTER B. SHELLEY, M.D., Ph.D., 
-A.C.P.; and Apert M. KLIGMAN, M.D., 
Ph.D. all of the University of Pennsylvania School 
of Medicine. About 440 pages, 6%” x 9%”, with 

about 234 illustrations. About $10.00. 
New—Just Ready! 


New! Edwards—An Atlas of Acquired 
Diseases of the Heart & Great Vessels 


Here is a complete, 3-volume presentation of structural changes in ac- 
quired heart disease and the manner in which these morphologic altera- 
tions influence function. For each disorder, Dr. Edwards first outlines 
the anatomy of the region involved. He then describes major and less 
common lesions, using brilliant illustrations of gross anatomy and his- 
tologic changes. For major disease entities, the author covers anatomic 
representation of functional derangements, differential diagnosis, clinical 
features and complications. 2333 illustrations vividly depict structural 
changes. 


By Jesse E. Epwarps, M.D., with the assistance of HENry N. NEuFELD, M.D.; 
RayMonpD D. Pruitt, M.D.; Rosert L. Parker, M.D.; and Howarp B. 
BurcHeELt, M.D. Three volumes totaling about 1450 pages, 8%” x 11%” with 


2333 illustrations. About $65.00. New—Just Ready! 


Pillsbury et al— 
Cutaneous Medicine 


Address 


W. B. SAUNDERS Company, West Washington Square, Philadelphia 5 


Please send me the following books and charge my account: 


( Masserman’s Dynamic Psychiatry ... About $8.00 


JAOA 4-61 
(1 White—Renal Function ................ About $11.00 

About $10.00 Edwards—Diseases of 
the Heart About $65.00 


does the bowel take kindly to no-bulk diets? 


The bowel, designed to operate best under the stimulus of a bolus of waste, is 
seldom at rest under normal conditions. But the new bulkless liquid diets 
which have taken the country by storm, although they may be a useful 
road to weight loss, may also lead to constipation or bowel irregularities. 


Metamucil adds a soft, bland bulk to the bowel contents to stimulate normal 
peristalsis and also retain water within the stools to keep them soft and 
easy to pass. Thus Metamucil, with an adequate water intake, will avert 
or correct constipation in the dieting patient. Metamucil also promotes 


regularity through ‘“‘smoothage’’ in all types of constipation. 


Metamucil 


brand of psylliwm hydrophilic mucilloid 


Available as Metamucil powder in 4, 8 and 16 oz. cans, 
or as the new lemon-flavored Instant Mix Metamucil in 
cartons of 16 or 30 measured-dose packets. 
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extra 
antibiotic 
activity 


attains activity sustains activity | 
levels promptly levels evenly le 


DECLOMYCIN Demethylchlortetracycline attains— DECLOMYCIN, Demethylchlortetracycline sustain pECL 
usually within two hours—blood levels more than ade- _ through the entire therapeutic course, the high acti. tivity 
quate to suppress susceptible pathogens—on daily _ity levels needed to control the primary infection andi given 
dosages substantially lower than those required to to check secondary infection at the original—or ai thus! 
elicit antibiotic activity of comparable intensity with another—site. This combined action is usually sus dosaj 
other tetracyclines. The average, effective, adult tained without the pronounced hour-to-hour, doseo™ jis th 
daily dose of other tetracyclines is 1 Gm. With dose, peak-and-valley fluctuations which charal dosa 
DECLOMYCIN, it is only 600 mg. terize other tetracyclines. 


TETRACYCLINE 


NE 


ACTIVITY CTIVITY 
WITH WITH OTHER 
DECLOMYCIN TETRACYCLINE 


THERAPY THERAPY 


me. aid. 250 mg. 


tta 
ta 
: 


elains activity 


levels 24-48 hrs. 


stains DECLOMYCIN Demethylchlortetracycline retains ac- 
activi tivity levels up to 48 hours after the last dose is 
on andi given. At least a full, extra day of positive action may 
-Or a thus be confidently expected. The average, daily adult 
Y Su dosage for the average infection—1 capsule q.i.d.— 
se js the same as with other tetracyclines...but total 
hare dosage is lower and duration of action is longer. 


DAYS OF TETRACYCLINE A DOSAGE 


DURATION OF PROTECTION 


DAYS OF TETRACYCLINE B DOSAGE 


DURATION OF PROTECTION 


DAYS OF TETRACYCLINE C DOSAGE 


DURATION OF PROTECTION 


DAYS OF SECLOMYCIN DOSAGE 


PROTECTION 


DURATION OF 


LOMYCIN 


DEMETHYLCHLORTETRACYCLINE LEDERLE 


CAPSULES, 150 mg., bottles of 16 and 100. Dosage: 
Average infections—1 capsule four times daily. Severe 
infections—Initial dose of 2 capsules, then 1 capsule 
every six hours. 

PEDIATRIC DROPS, 60 mg./cc. in 10 cc. bottle with 
calibrated, plastic dropper. Dosage: 1 to 2 drops (3 to 
6 mg.) per pound body weight per day—divided into 
4 doses. 

SYRUP, 75 mg./5 cc. teaspoonful (cherry-flavored), 
bottles of 2 and 16 fl. oz. Dosage: 3 to 6 mg. per 
pound body weight per day—divided into 4 doses. 


PRECAUTIONS —As with other antibiotics, DECLOMYCIN may 
occasionally give rise to glossitis, stomatitis, proctitis, nausea, 
diarrhea, vaginitis or dermatitis. A photodynamic reaction to 
sunlight has been observed in a few patients on DECLOMYCIN. 
Although reversible by discontinuing therapy, patients should 
avoid exposure to intense sunlight. If adverse reaction or 
idiosyncrasy occurs, discontinue medication. 

Overgrowth of nonsusceptible organisms is a possibility with 
DECLOMYCIN, as with other antibiotics. The patient should 
be kept under constant observation. 


LEDERLE LABORATORIES 
A Division of 
AMERICAN CYANAMID COMPANY 
Pearl River, New York 
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for the 
tense 

and anxious 
patient... 


the only sustained-release tranquilizer 
that does not cause autonomic side reactions 


e SAFE, CONTINUOUS RELIEF of anxiety and tension for 12 hours with just one 
capsule— without causing autonomic side reactions and without impairing mental 
acuity, motor control or normal behavior. 


e ECONOMICAL for the patient — daily cost is only a dime or so more than for 
barbiturates. 


Meprospan-400 


Usual dosage: One capsule at breakfast lasts all day; one capsule with evening meal lasts all night. 


Available: Meprospan-400, each blue-topped capsule contains 400 mg. Miltown (meprobamate). 
Meprospan-200, each yellow-topped capsule contains 200 mg. Miltown (meprobamate). Both potencies in bottles of 30. 


® 
9, WALLACE LABORATORIES/ Cranbury, N. J. 


400 mg. meprobamate (Miltown®) sustained-release capsules 
ome 


outstanding 
nutritional 
researcr 

achievemens 


Mazota Margarine is an economical tablespread and 
serves as a solid shortening, rich in linoleates and: low in 
saturates—making it an ideal dietary adjunct in the man- 
agement of serum cholesterol. It contains 2 to 3 times as 
much natural linoleic acid as any other margarine readily 
available in grocery stores from coast to coast, and 5 to 8 
times as much as butter, It contains no dairy or animal 
fats, no coconut oil, and no cholesterol. 


Mazoita Margarine is indistinguishable from other 
quality margarines as to taste, aroma and handling 
characteristics. Thus, it can be part of the regular diet 
for the whole family, including the hypercholesterolemic 
patient. The major ingredient in MAzoLa Margarme — 
liquid Mazoxa Corn Oil—is NOT hydrogenated, thereby 
preserving its rich content of linoleates. 


Send for free booklet: 
“Recent Advances in the Dietary Control 


of Hyper 


MAZOLA 


U.S. Pat. No. 2,955,039 


MARGARINE 


scientifi _ formulated with 
ure liquid ~ 
OLA Corn Oil. 


The average daily intake, two ounces or 56.8 Gm. 
(4 tablespoons) of MAZOLA Margarine, supplies 


Linoleic acid 12 Gm. 
Oleic acid 23 Gm. 
Saturated fatty acids 8 Gm. 
Plant sterols (sitosterols) 215 mg. 
Natural tocopherols 30 mg. 
Vitamin A 1870 USP units 
Vitamin D 250 USP units 
Calories 415 


Available in the refrigerator sections of grocery 
stores in the same general price range as other 
premium quality margarines, in 1-lb. packages (four 
Ib. sticks). 


BEST FOODS - Division of Corn Products Co. NEW YORK 22, N.Y. 
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The continuing clinical effectiveness 

of Terramycin therapy derives as always 
from its proven antibiotic characteristics — 
rapid absorption; notably wide distribution 
in body tissues and fluids; high, active 
urinary concentrations; and a broad 
anti-infective spectrum embracing even 

such a troublesome organism as Pseudomonas. 
Additionally, Terramycin therapy provides 
the assurance of a 10-year record of 


exceptional toleration. 
» 
Cosa-Terramycin 
OXYTETRACYCLINE WITH GLUCOSAMINE 
IN BRIEF \_ today’s oral form of Terramycin 


effective antibiotic therapy 


Cosa-Terramycin provides oxytetracycline 
(Terramycin®) with glucosamine for en- 
hanced absorption. 


INDICATIONS: Because oxytetracycline is effec- 
tive against both gram-positive and gram- 
negative bacteria, rickettsiae, spirochetes, 
large viruses, and certain parasites (amebae, 
pinworms), Cosa-Terramycin is indicated in 
a great variety of infections due to suscepti- 
ble organisms, e.g., infections of the respira- 
tory, gastrointestinal, and genitourinary 
tracts, surgical and soft-tissue infections, 
ophthalmic and otic infections, and many 
others. 


ADMINISTRATION AND DOSAGE: Adults: 1 
Gm. of oxytetracycline daily in four divided 
doses is usually effective. In severe infections, 
a larger dosage (2-4 Gm. daily) may be in- 
dicated. Infants and children: 10-20 mg. of 
oxytetracycline per lb. of body weight daily. 
Certain diseases are treated in courses. 


SIDE EFFECTS AND PRECAUTIONS: Antibiotics 
may allow overgrowth of nonsusceptible 
organisms — particularly monilia and resist- 
ant staphylococci. If this occurs, discontinue 
medication and institute indicated suppor- 


tive therapy and treatment with other ap- 
propriate antibiotics. Aluminum hydroxide 
gel has been shown to decrease antibiotic 
absorption and is therefore contraindicated. 
Glossitis and allergic reactions are rare. 
There are no known contraindications to 
glucosamine. 


SUPPLIED: Cosa-Terramycin Capsules, 250 
mg. and 125 mg. Terramycin is also avail- 
able in: Cosa-Terrabon® Oral Suspension, 
a palatable preconstituted aqueous suspen- 
sion containing 125 mg. per 5 cc. teaspoonful, 
bottles of 2 oz. and 1 pint; Cosa-Terrabon® 
Pediatric Drops, a palatable preconstituted 
aqueous suspension containing 5 mg. per 
drop (100 mg. per cc.), bottle of 10 cc. with 
calibrated plastic dropper; and Terramycin 
Intramuscular Solution, conveniently pre- 
constituted, in the new 10 cc. multi-dose 
vial, 50 mg. per.cc., and in 2 cc. prescored 
glass ampules, containing 100 mg. or 250 
mg., packages of 5 and 100. In addition, a 
variety of other systemic and local dosage 
forms are available to meet specific thera- 
peutic requirements. 

More detailed professional information available on request. 


Science for the world’s well-being® Pfizer) PFIZER LABORATORIES Division, Chas. Pfizer & Co., Inc. Brooklyn 6, New York 
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MAALOX’ 


ANTACID — DEMULCENT 
NON-CONSTIPATING 
A collotdal suspenston of Magnesium 


and 
Aluminum Hydroxides useful for the re- 
Het of gastric Nyperaciaity 


Shake Well Before Using 


adult dose: As antacia and pro- 


utes after meals and at bedt! 

as directed by your physician. Masiox 
should be used in patients who are 
severety debtiitated or suffering from 
kidney fatlure 


KEEP BOTTLE TIGHTLY CLOSED 
KEEP FROM FREEZING 44772 


WILLIAM H. RORER, Inc. 
Pharmaceutical Chemists Philadelphia, Pa., 


O TASTE FATIGUE 
EXCELLENT RESULTS 


NO CONSTIPATION 


the most widely prescribed and 
most wearable of all antacids 


suspension tablets 


\ 
4 : 356 ce. (12 Ounces) List No. 346 
be given in water or milk twenty min- 
if 
? 
: 


new 


in anti- inflammatory 


‘therapy 


inflam 
functi 


absor 
thera 


anti-ir 
me concl 


q 
condi 
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Specific anti-inflammatory agent 


Remarkably useful in a wide variety of inflammatory © 
bonditions, including: 


Rheumatoid arthritis, spondylitis, osteoarthritis)?* 
Gout!45 
Acute superficial thrombophlebitis®7 


Painful shoulder! (peritendinitis, capsulitis, bursitis, 
and acute arthritis of that joint) 


Severe forms of a variety of local inflammatory 
conditions®:91° 


Availability: 
Round, tan, sugar-coated tablets of 100 mg. in 


bottles of 100 and 1000. 


specific clinical advantages 


me more Specific than steroids—Acts directly on the 
mlammatory lesion without altering pituitary-adrenal 
Miction ... without impairing immunity responses.®1! 


more dependable than enzymes—Rapid and complete 
sorption, without the uncertainty of oral or buccal 
@izyme therapy, or the discomfort of intramuscular 
Merapy.® 


More potent than salicylates—Markedly superior 
Seeen-inflammatory potency of Tandearil over aspirin 

meeonclusively demonstrated in long-term controlled trials 
Mactive rheumatoid arthritis? 


The physician should be thoroughly familiar with the 
indications, dosage, side effects, precautions and 
contraindications of Tandearil before prescribing. Full 
product information available on request. 


References: 

1. Graham, W.: Canad. M.A.J. 82:1005, 1960. 2. Vaughn, P. P., Howell, D. S., and Kiem, 
1. M.: Arth. and Rheumat. 2:212, 1959. 3. O'Reilly, T. J.: J. Irish M. A. 46:106, 1960. 4. 
Connell, J. F.,Jr., and Rousselot, L. M.: Am. J. Surg. 98:31,1959. 5. Brodie, B. B.; et al., 
in Contemp 'y Rh tology 1956, p. 600. 6. Stein, |. D.: Ann. N.Y. Acad. Sc. 86:307, 
1960. 7. Barczyk, W., and Roth, G.: Praxis 49:589, 1960. 8. Miller, J. M., et al.: Antibio- 
tic Med. and Clin. Therap. 7:109, 1960. 9. Connell, J. F.,Jr., and Rousselot, L. M.: Am. 
J. Surg. 97:429, 1959. 10. Summary of individual case histories submitted to Geigy. 
11. Domenjoz, R.: Ann. N. Y. Acad. Sc. 86:263, 1960. 12. Smyth, S. J.,: Ann. N. Y. Acad. 
Sc. 86:292, 1960. 


Geigy 


Pharmaceuticals 
Division of Geigy Chemical Corporation 
Ardsley, New York 
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Athlete’s foot is caused by fungi invading the 
horny, keratinized layers of the skin not 
reached by the normal blood supply. Topical 
application of DESENEX, a combination of zinc 
undecylenate and undecylenic acid, brings 
these powerful antifungal agents into direct 
contact with troublesome fungi and quickly re- 
lieves—and arrests —the annoying condition. 

Hundreds of thousands of athlete’s foot in- 
fections have been arrested by topical treat- 


ment with DESENEX, among the best tolerated 
of all potent fungicidal agents. 

And DESENEX is inexpensive—only pennies 
per treatment: DESENEX Ointment can be ap- 
plied liberally to both feet every night for a 
week and a half from only a single tube. Itching 
and discomfort are stopped almost immedi- 
ately. DESENEX is also recommended for treat- 
ment of other susceptible fungus infections of 
the skin and nails. 


Dosage: At night, supply Ointment liberally to infected 
and surrounding areas. In the morning, rub or shake 
powder into the shoes and feet. 

Supplied: Ointment—1 oz. tubes and 1 Ib. jars. Powder 
—1% oz. and 1 |b. containers. Solution (Undecylenic 
acid)—2 fl.oz.and1qt. bottles. Aerosol Spray—6 oz.cans. 


Maltbie Laboratories Division, 
Wallace & Tiernan Inc., Belleville 9, N. J. 


ointment spray 


POWder- solution 


Available in Canada through Elliott-Marion Company, Ltd., Montreal. PD-11 
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ANNOUNCING— 

SPECIFIGALLY FOR 

INFECTIONS DUE TO 
“RESISTANT” STAPHYLOCOCCI 


AN ENTIRELY NEW SYNTHETIC 
“STAPH-CIDAL’? PENICILLIN 


& 
sodium dimethoxypheny] penicillin 
FOR INJECTION 


UNIQUE—BECAUSE IT 
RETAINS ANTIBACTERIAL 
ACTIVITY IN THE PRESENCE OF 
STAPHYLOCOCCAL PENICILLINASES 
WHICH INACTIVATE 
OTHER PENICILLINS 
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OFFICIAL PACKAGE CIRCULAR 
November, 1960 


STAPHCILLIN™ 


(sodium dimethoxyphenyl penicillin) 
For Injection 


LIND 


DESCRIPTION 


STAPHCILLIN is a unique new synthetic parenteral penicillin produced 
by Bristol Laboratories for the specific treatment of staphylococcal 
infections due to resistant organisms. Its uniqueness resides in its 
property of resisting inactivation by staphylococcal penicillinase. It is 
active against strains of staphylococci which are resistant to other 
penicillins. 

Each dry filled vial contains: 1 Gm. STAPHCILLIN (sodium dimethoxy- 
phenyl penicillin) , equivalent to 900 mg. dimethoxypheny] penicillin 
activity. 


INDICATIONS 


STAPHCILLIN is recommended as specific therapy only in infections 
due to strains of staphylococci resistant to other penicillins, e.g.: 


Skin and soft tissue infections: cellulitis, wound infections, car- 
buncles, pyoderma, furunculosis, lymphangitis and lymphadenitis. 


Respiratory infections: staphylococcal lobar or bronchopneumonia, 
and lung abscesses combined with indicated surgical treatment. 


Other infections: staphylococcal septicemia, bacteremia, acute or 
subacute endocarditis, acute osteomyelitis and enterocolitis. 


Infections due to penicillin-sensitive staphylococci, streptococci, pneu- 
mococci and gonococci should be treated with Syncillin® or parenteral 
penicillin G rather than STAPHCILLIN. Treponemal infections should 
be treated with parenteral penicillin G. 


DOSAGE AND ADMINISTRATION 


STAPHCILLIN is well tolerated when given by deep intragluteal or intra- 
venous injection. 


As is the case with other antibiotics, the duration of therapy should be 
determined by the clinical and bacteriological response of the patiert. 
Therapy should be continued for at least 48 hours after the patient has 
become afebrile, asymptomatic and cultures are negative. The usual 
duration has been 5-7 days. 


Intramuscular route: The usual adult dose is 1 Gm. every 4 or 6 hours. 
Infants’ and children’s dosage is 25 mg. per Kg. (approximately 12 mg. 
per pound) every 6 hours. 


Intravenous route: 1 Gm. every 6 hours using 50 ml. of sterile saline 
solution at the rate of 10 ml. per minute. 


* Warning: -Solutions of STAPHCILLIN and kanamycin should not be 
mixed, as they rapidly inactivate each other. Data on the results of 
mixing STAPHCILLIN with other antibiotics are being accumulated. 


DIRECTIONS FOR RECONSTITUTION 


Add 1.5 ml. sterile distilled water or normal saline to a 1 Gm. vial and 
shake vigorously. Withdraw the clear, reconstituted solution (2.0 ml.) 
into a syringe and inject. The reconstituted solution contains 500 mg. 
of STAPHCILLIN per ml. Reconstituted solutions are stable for 24 hours 
under refrigeration. 


For intravenous use, dilute the reconstituted dose in 50 ml. of sterile 

saline and inject at the rate of 10 ml. per minute. 

Fils statement supersedes that in the Official Package Circulars dated September and/or October, 1960. 
(continued) 


CUT HERE FOR FILING 


i 
: 
3 
; 
| 
4 
= 
| 
a 
| | 
aol]. | 
- 
: 
‘ 
! 
| 
! 
i 


é 
aie 
i 


OFFICIAL PACKAGE CIRCULAR 
(continued) 


MICROBIOLOGICAL AND PHARMACOLOGICAL 
PROPERTIES 


In vitro studies show that STAPHCILLIN is a bactericidal penicillin 
with activity against staphylococci resistant to penicillin G. Strains of 
staphylococci so far tested have been sensitive to STAPHCILLIN in vitro 
at concentrations of 1-6 mcg. per ml. These levels are readily attained 
in the blood and tissues by administration of STAPHCILLIN at the 
recommended dosage. This unique attribute is probably due to the 
fact that STAPHCILLIN is stable in the presence of staphylococcal peni- 
cillinase. STAPHCILLIN also resists degradation by B. cereus penicil- 
linase. The antimicrobial spectrum of STAPHCILLIN with regard to 
other microorganisms is qualitatively similar to that of penicillin G; 
but considerably higher concentrations of STAPHCILLIN are required 
for bactericidal activity than is the case with penicillin G. 


STAPHCILLIN is rapidly absorbed after intramuscular injection. Peak 
blood levels (6-10 mcg./ml. on the average after a 1.0 Gm. dose) are 
attained within 1 hour; and then progressively decline to less than 
1 mcg. over a 4 to 6 hour period. It is poorly absorbed from the gastro- 
intestinal tract. STAPHCILLIN is rapidly excreted by the kidney. 


As shown by animal studies, STAPHCILLIN is readily distributed in body 
tissues after intramuscular injection. Of the tissues studied, highest 
concentrations are reached in the kidney, liver, heart and lung in that 
order; the spleen and muscles show lower concentrations of the anti- 
biotic. STAPHCILLIN diffuses into human pleural and prostatic fluids, 
but its diffusion into the spinal fluid has not yet been completely 
studied. However, one patient with meningitis showed a significant 
concentration in his spinal fluid while on STAPHCILLIN therapy. 


Toxicity studies with STAPHCILLIN and penicillin G in animals show 
that they have approximately the same low order of toxicity. 


Certain staphylococci can be made resistant to STAPHCILLIN in the 
laboratory, but this resistance is not related to their penicillinase pro- 
duction. During the clinical trials, no STAPHCILLIN-resistant strains of 
staphylococci were observed or developed; the possibility of the emer- 
gence of such strains in the clinical setting awaits further observation. 


PRECAUTIONS 


During the clinical trials, several mild skin reactions, e.g., itching, 
papular eruption and erythema were observed both during and after 
discontinuance of STAPHCILLIN therapy. Patients with histories of hay 
fever, asthma, urticaria and previous sensitivity to penicillin are more 
likely to react adversely to the penicillins. It is important that the 
possibility of penicillin anaphylaxis be kept in mind. Epinephrine and 
the usual adjuvants (antihistamines, corticosteroids) should be avail- 
able for emergency treatment. Because of the resistance of STAPHCILLIN 
to destruction by penicillinase, parenteral B. cereus penicillinase may 
not be effective for the treatment of allergic reactions. Information 
with regard to cross-allergenicity between penicillin G, penicillin V, 
phenethicillin (Syncillin) and STAPHCILLIN is not available at present. 
If superinfection due to Gram-negative organisms or fungi occurs 
during STAPHCILLIN therapy, appropriate measures should be taken. 


SUPPLY 


- List 79502 — 1.0 Gm. dry filled vial. 


BRISTOL LABORATORIES - SYRACUSE, NEW YORK 


Division of Bristol-Myers Company 
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In the presence of staphylococcal 
penicillinase, STAPHCILLIN remained active 
and retained its antibacterial action. 

By contrast, penicillin G was rapidly 
destroyed in the same period of time. 
(After Gourevitch et al., to be published) 


>ENICILLIN 


Specifically for “resistant” staph... r 


sodium dimethoxypheny] penicillin 
FOR INJECTION 


The failure of staphylococcal infections to respond to penicillin therapy is attributed to 
the penicillin-destroying enzyme, penicillinase, produced by the invading staphylococcus. 


Unlike other penicillins: 


1 Srapuciiin is effective because it retains its antibacterial activity despite the pres- 
ence of staphylococcal penicillinase. 


2 The clinical effectiveness of STAPHCILLIN has been confirmed by dramatic results in 
a wide variety of infections due to “resistant” staphylococci, many of which were serious 


and life-threatening. 


Like other penicillins: 

STAPHCILLIN has no significant systemic toxicity. It is well tolerated locally, and 
pain or irritation at the injection site is comparable to that following the injection of 
penicillin G. Jn occasional cases, typical penicillin reactions may be experienced. 


PROFESSIONAL INFORMATION SERVICE — The attached Official Package Circular provides com- 
plete information on the indications, dosage, and precautions for the use of STAPHCILLIN. If you desire 
additional information concerning clinical experiences with STAPHCILLIN, the Medical Department of 
Bristol Laboratories is at your service. You may direct your inquiries via collect telephone call to New York, 
PLaza 7-7061, or by mail to Medical Department, Bristol Laboratories, 630 Fifth Ave., N. Y. 20, N. Y. 


BRISTOL LABORATORIES : SYRACUSE, NEW YORK 


Division of Bristol-Myers Company 
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utilization improves picture 


Iron utilization depends principally upon the rate of erythropoiesis!.2 which, in turn, is controlled by the hormone, 
erythropoietin.3.4 Cobalt is the only clinically proved agent which enhances the formation of erythropoietin®.6 
... providing a rational physiologic approach to the treatment of anemia. (] RONCOVITE-MF, through cobalt- 
created erythropoietin, produces a more rapid ‘and complete red blood cell and hemoglobin response in 
iron deficiency anemia of pregnancy.7-9 Typically, in a study of pregnant patients, “.. . utilization of orally 
administered iron was increased roughly twofold by the simultaneous administration of cobalt.”7. 


Each tablet contains: cobalt chloride (cobalt as Co, ® 

3.7 mg.) 15 mg. and ferrous sulfate, exsiccated, 100 mg. RONC OVITE-mf 
(1) Bothwell, T. H., Pirzio-Biroli, G., and Finch, C.A.: J. Lab. & Clin. Med. 51:24, 1958, (2) Beutier, E., and 
Buttenwieser, E.: J, Lab. & Clin. Med, 55:274, 1960, (3) Gordon, A. S.: Physiol. Rev. 39:1, 1959, 
(4) Rosse, W. F., and Gurney, C. W.; J. Lab. & Clin. Med. 53:446, 1959. (5) Goldwasser, E.; Jacobson, 
; L, 0.; Fried, W., and Pizak, L. F.: Blood 13:55, 1958, (6) Murdock, H. R., Jr.; J. Am. Pharm. 
A. (Scient. Ed.) 48:140, 1959. (7) Center, W. M.: Clin. Med, 7:713, 1960. (8) Craig, 
P.£.; Clin. Med. 6;597, 1959. (9) Holly, R. G.: Clin. Obst. & Gynec, 1:15, 1958, 


LLOYD BROTHERS, IN 


Cincinnati 29, Ohio 
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the 


Milpath acts quickly to suppress hypermotility, 


hypersecretion, pain and spasm, and to allay 


anxiety and tension with minimal side effects. 


AVAILABLE IN TWO POTENCIES 


MILPATH-400—Yellow, scored tablets of 400 mg. Miltown 
{meprobamate) and 25 mg. tridihexethyl chloride. 
Bottle of 50. 


Dosage: 1 tablet t.i.d. at mealtime and 2 at bedtime. 


MILPATH-200—Yellow, coated tablets of 200 mg. Miltown 
(meprobamate) and 25 mg. tridihexethy] chloride. 
Bottle of 50. 


Dosage: 1 or 2 tablets t.i.d. at mealtime and 2 at bedtime. 


Milpath 


®Miltown + anticholinergic 


waLLACE LABORATORIES Cranbury, N. J. 
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...does she know you can help her? 


Many patients are unaware that their physician is the best source of contraceptive advice. 
Your prescription for Delfen or Preceptin assures her the simplest yet most effective contra- 
ceptive protection available. Accurate tests* for spermicidal potency, as well as years of clinical 
use, demonstrate that ORTHO contraceptive products are instantaneously spermicidal. The 
choice between Delfen and Preceptin is one of individual esthetic preference. 


vaginal cream vaginal gel 


PRESCRIBED WITH CONFIDENCE FOR SIMPLE, EFFECTIVE CONTRACEPTION 


*The spermicidal potency of all ORTHO products is controlled by the Titration Test and the Sander-Cramer Test, 
which more closely duplicate vaginal conditions during coitus than other tests. 
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now...prolonged antipruritic action 
in a chewable tablet 

for chickenpox 

and other pruritic conditions 


new...unique...pleasant-tasting 


chewable tablets 


METHDILAZINE, MEAD JOHNSON 


prolonged antipruritic /antiallergic action... . 
not dependent on delayed intestinal release 


Itching in children can now be controlled on b.i.d. dosage with a long-acting! 
antipruritic/antiallergic chewable tablet your pediatric patients will enjoy taking. 


Tacaryl is exceptionally valuable in alleviating many types of allergic and non-allergic 
pruritus. For example, in a group of children, 2 to 12 years of age, with atopic 
dermatitis, chickenpox, or contact dermatitis, 80 per cent obtained substantial 

or complete relief of their itching when treated with Tacaryl. “No patient in this age 
group failed to show some degree of improvement.”? 


Tacaryl is also effective in controlling symptoms in a wide variety of allergic 
conditions,2-8 including hay fever and perennial rhinitis. 


dosage: One Chewable Tablet (3.6 mg.) twice daily. Adjustment of dose or interval may be 
desirable for some patients. 


side effects: Drowsiness has been observed in a small percentage of patients. Dizziness, nausea, 
headache, and dryness of mucous membranes have been reported infrequently. 


cautions: If drowsiness occurs after administration of Tacaryl, the patient should not drive a motor 
vehicle or operate dangerous machinery. Since Tacaryl may display potentiating properties, it should 

be used with caution for patients receiving alcohol, analgesics or sedatives (particularly barbiturates). 
Because of reports that phenothiazine derivatives occasionally cause side reactions such as agranulocytosis, 
jaundice and orthostatic hypotension, the physician should be alert to their possible occurrence...though 
no such reactions have been observed with Tacaryl. 


supplied: Pink tablets, 3.6 mg., bottles of 100. 


references: (1) Lish, P. M.; Albert, J. R.; Peters, E. L., and Allen, L. E.: Arch. internat. pharmacodyn. 129:77-107 
(Dec.) 1960. (2) Howell, C. M., Jr.: North Carolina M. J. 21:194-195 (May) 1960. (3) Clinical Research Division, 

Mead Johnson & Company. (4) Wahner, H. W., and Peters, G. A.: Proc. Staff Meet. Mayo Clin. 35:161-169 (March 30) 1960. 
(5) Crepea, S. B.: J. Allergy 31:283-285 (May- June) 1960. (6) Crawford, L. V., and Grogan, F. T.: J. Tennessee M. A. 
53:307-310 (July) 1960. (7) Spoto, A. P., Jr., and Sieker, H. O.: Ann. Allergy 18:761-764 (July) 1960. 

(8) Arbesman, C. E., and Ehrenreich, R.: New York J. Med. 61:219-229 (Jan. 15) 1961. 34761 


Mead Johnson 
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edema hypertension 


more doctors are prescribing— 
more patients are receiving the benefits of— 
more clinical evidence exists for— 


= CHLOROTHIAZIDE 


than for any other diuretic-antihypertensive 


DIURIL is unique. There is no other brand of Supplied: 250-mg. and 500-mg. scored tablets DIURIL chloro. 
chlorothiazide thiazide in bottles of 100 and 1000. 


DIURIL is a trademark of Merck & Co., INC. 


Additional information is available to the physician on request. 


Dosagé: Edema—One or two 500-mg. tablets DIURIL once or P 
twice a day. Hypertension—One 250-mg. tablet DIURIL or one MERCK SHARP & DOHME 
500-mg. tablet DIURIL two to three times a day. Division of Merck & Co., INC., West Point, Pa. 


HYPERTENSION CONGESTIVE FAILURE PREMENSTRUAL TENSION EDEMA OF PREGNANCY CIRRHOSIS WITH ASCITES RENAL EDEMA 


Anywhere in the capillary system 


LEAKAGE DUE TO ABNORMAL FRAGILITY 
AND PERMEABILITY CAN BE MINIMIZED 


A safeguard against capillary fragility: Hesper-C helps restore and maintain essential 
capillary integrity in a wide range of conditions, including: habitual abortion,!:?* diabetic 
retinopathy,’ surgical oozing and bleeding; senile purpuras® contusions, “easy bruising”;* 
as well as in the “little strokes” so common to our aging population. 

Adequate dose is important. Therapeutic: No less than 6 capsules of Hesper-C or 6 teaspoonfuls of Hesper-C Liquid, or 
3 Hesper-C bitabs daily in divided doses. Maint and prophylaxis: 4 Hesper-C capsules or 4 teaspoonfuls of Hesper-C 
Liquid, or 2 Hesper-C bitabs daily. No toxicity or untoward effects have ever been reported even with massive dosage. 
Also available: Hesper-C Prenatal —the capillary-protective factors plus complete prenatal vitamin-mineral supplementation. 


References: 1. Javert, C. T.: Obst. & Gynec. 3:420, 1954. 2. Birnberg, C. H.: Symposium on Stress and Circulation, 
Detroit, Wayne County Chapter, Michigan Academy of General Practice, January 7, 1959, p. 13. 3. Monninger, R. H. G.: 
Ibid., p. 49. 4. Greenblatt, R. B.: Obst. & Gynec. 2:530, 1953. 5. Poore, G. C.: Proceedings North Central Section, Ameri- 
can Urological Association, 1955, p. 142. 6. Martin, G. J. (Ed.): Hesperidin and Ascorbic Acid, Basel, Switzerland, 
S. Karger, 1955. 7. Dowd, T. F:: Philadelphia Med, 54:1184, 1952. Trademark: bitabs 


Division of Richardson-Merrell Inc. 
‘) THE NATIONAL DRUG COMPANY 
Philadelphia 44, Pa. 
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Before application of White’s Vitamin A & D After application of White’s Vitamin A & D 
Ointment—Typical diaper rash with excoriation Ointment at every diaper change—Diaper rash 
of skin. has completely disappeared within one week. 


Before application of White's Vitamin A & D After daily tre 
Ointment—Treatment-resistant varicose ulcer in & D Ointment—Completely healed ulcer pho- 
elderly obese patient. tographed five weeks after the start of treat- 


ment with White’s Vitamin A & D Ointment. 


Before applications of White’s Vitamin A & D After daily treatment with White’s Vitamin A 
Ointment— Severe pressure sore in area over & D Ointment—The sore is now filled with 
greater tuberosity of femur. granulation tissue and shows signs of re- 


epithelization at margins. 
Supplied in 1% and 4 oz. tubes; 1 Ib. jars and 5 Ib. containers. 


WHITE LABORATORIES, INC., KENILWORTH, NEW JERSEY 


HEALS SOOTHES PROTECTS 
. 


NEW! 


specific for 


Geriliqui 


NIACIN AND GLYCINE 


PROVIDES SUSTAINED WARMTH OF EXTREMITIES 


In patients with impaired peripheral circulation, Geriliquid warms cold hands and 
feet through rapid, safe vasodilation by niacin, and provides continuing sustained 
vasodilation and heat radiation by the thermogenic action of glycine. 


Other Benefits: 


e Increases ability to walk farther with less pain 
@ Relieves pain, dizziness and faintness 
@ Improves appetite and brightens the mood 


Composition: Each 5 ml. contains: Niacin 75 mg., Glycine 
750 mg. in a sherry wine base. Contains Alcohol 5%. 


Dosage: One or two teaspoons three times dally before meals. 
Supplied: 8 oz. bottles. 72260 


LAKESIDE LABORATORIES, INC. 
Milwaukee 1, Wisconsin 
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VASELINE 
TROLATUM GAUZE U.S. 


SGAMED 


SIX SIZES, 


thousand and one uses 


The wide range of sizes of ‘Vaseline’ Sterile Petrolatum Gauze U.S.P. gives it a thousand 
and one uses in the hospital and the office treatment room. As a pressure dressing in sur- 
gery ...an occlusive dressing in burns... an emollient dressing on dry and nonacute skin 
lesions . . . a packing in nose, eye, and ear procedures . . . here is a dressing that is conven- 
ient to use and of guaranteed, sealed-in sterility. 


SOSH 


1%” x 72” Selyage-edged Packing 
(in disposable plastic tube) 

Packing for nose, ear canal, or eye 
socket; submucous resection, rhino- 
plasty, ocular evisceration or other 
surgical intervention, nasal hemor- 
rhage. 


1” x 36” Strip 

(in heat-sealed foil envelope) 
Circumcisions, finger dressings, hand 
surgery, podiatric applications, small- 


area burns, pilonidal cysts, small 
packings. 

3” x 9” Strip, and 3” x 3” Pad 
(in heat-sealed foil envelope) 


Skin grafts, colostomies, small-area 
wounds — traumatic or surgical. 


3” x 18” Strip 

(in heat-sealed foil envelope) 
Burns, dermabrasion, traumatic 
wounds, eschar removal; abrasions, 
compound fractures, amputation 


stumps, urological and proctological 
work, and many other surgica 

procedures p.r.n. 

3” x 36” Strip 

(in heat-sealed foil envelope) 

When a larger dressing is needed for 
the indications above. 


6” x 36” Strip 
(in heat-sealed foil envelope) 


Extensive burns, pemphigus, cancer 
resections, large-area wounds. 


‘Vaseline’ Sterile Petrolatum Gauze U.S.P. 


Professional Products Division ¢ Chesebrough-Pond’s Inc., New York 17, N. Y. 


Vaseline® is a registered trademark of Chesebrough-Pond’s Inc. 


7 é STERILE 1236 INCHE 
NOPENED EMVELOPE MAY BE AUTOCLAVED OR 
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...the proof of the Patrician “200” 
is in the radiograph! 


When you choose x-ray for private practice, look at 
performance as well as the price tag. ““Economy”’ that is 
gained by short-cuts in table design or a reduction in 
power may mean slow exposures, blurred radiographs 
and repeated retakes. General Electric’s Patrician “200” 
combination is designed with adequate power for private 
practice—a full 200 ma to stop anatomical movement 
sharply and clearly. Many other features found in larger 
installations are engineered into the Patrician: 81” table, 
independent tubestand, shutter limiting and automatic 
tube protection, to name just a few. And, considering its 


Progress ls Our Most Important Product 
GENERAL @ ELECTRIC 


uncompromising G-E quality, this Patrician “package” is 
remarkably low priced. 

Rent the Patrician through the G-E Maxiservice® plan 
that provides the complete installation, including mainte- 
nance, parts, tubes, insurance, local taxes—everything in 
one monthly fee. Get details from your G-E x-ray rep- 
resentative or mail this coupon for literature. 


General Electric X-Ray Department 
Milwaukee 1, Wisconsin, Room R-41 


Send me: [] Patrician bulletin [[] Maxiservice bulletin 
Name 
Address 
City 
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IN ACNE 
smooth 
the skin— 
the patient — 


Use of pHisoHex for washing the skin aug- 
ments any other therapy for acne — brings 
better results. Now, pHisoAc Cream, a new 
acne remedy for topical application, sup- 
presses and masks lesions — dries, peels and 
degerms the skin. Together, pHisoHex and 
pHisoAc provide basic complementary topical 
therapy for acne. 


pHisoHex, antibacterial detergent with 3 per 
cent hexachlorophene, removes soil and oil 
better than soap — provides continuous de- 
germing action when used often. pHisoHex is 
nonalkaline, nonirritating and hypoallergenic. 


When pHisoAc Cream is used with pHisoHex 
washings, it unplugs follicles, helps prevent 


development of comedones, pustules and 
scarring. New pHisoAc Cream is flesh-toned, 
not greasy. It contains colloidal sulfur 6 per 
cent, resorcinol 1.5 per cent, and hexachloro- 
phene 0.3 per cent in a specially prepared 
base. pHisoAc is pleasant to use. 


A new “‘self-help’’ booklet, Teen-aged? Have 
acne? Feel lonely?, gives important psycho- 
logic first aid for patients with acne and 
describes the proper use of pHisoHex and 
pHisoAc. Ask your Winthrop representative 
for copies. 


pHisoAc is available in 114 oz. tubes and 
pHisoHex is available in 5 oz. plastic squeeze 
bottles and in bottles of 16 oz. 


pHisoHex’ and pHisoAc for acne 
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specifically designed to 
Just as a medical instrument is engineered for 
maximum efficiency in performing its specific 


function, BENYLIN° ExPECTORANT is formulated to 


provide effective relief of cough associated with 
colds or allergy. 


This outstanding antitussive action of BENYLIN 
EXPECTORANT is attributed to a carefully selected 
combination of therapeutic agents. Benadryl,® a 
potent antihistaminic-antispasmodic, reduces 
bronchial spasm, quiets the cough reflex, and less- 
ens nasal stuffiness, sneezing, lacrimation, itch- 


ing, and other allergic manifestations. Concurrent - 


respiratory congestion is relieved by expectorant 
agents that efficiently break down tenacious 
mucosal secretions. In addition, a demulcent 
action soothes irritated throat membranes, soxs: 


designed 
specific 


BENYLIN EXPECTORANT is a pleasant-tasting, 
raspberry-flavored syrup...completely ac- 
ceptable to patients of all ages. : 
supplied: BENYLIN ExPECTORANT is available 
in 16-ounce and 1-gallon bottles.. 

Each fluidounce contains: 80 mg. Benadryl 


hydrochloride (diphenhydramine hydrochlo- 
ride, Parke-Davis); 12 gr. ammonium chloride; 


5 gr. sodium citrate; 2 gr. chloroform; 1/10 gr. 
menthol; and 5% alcohol. {ndications: Relief 


of coughs due to colds, and other symptoms 


associated with colds, and coughs of allergic 
origin. Dosage: Adults—1 to 2 teaspoonfuls 
every three to four hours, Children—¥% to 1 
teaspoonful every four hours. Precautions: 
Products containing Benadryl should be used 
cautiously with hypnotics or other sedatives; 
if atropine-like effects are undesirable; or if 
the patient engages in activities requiring 
alertness or rapid, accurate response (such 
as driving). 


PARKE-DAVIS 


PARKE, DAVIS & COMPANY, Detroit 32, Michigah 
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“Crash diets” and “food substitutes” may 
reduce weight dramatically, but the greatest 
need is physician supervision for the remolding 
of indulgent eating habits. 


Obedrin and the 60-10-70 Menu Plan pro- 
vide supportive medication and a balanced 
eating plan wnder your supervision. 


FORMULA: Tablets and Capsules 


HCl) 
Pentobarbital ....... 20 mg. 
Ascorbic Acid ....... 100 mg. 
Thiamine Mononitrate . . 0.5 mg. 
Riboflavin ......... 1 mg. 
Nicotinic Acid (Niacin). .. 5mg. 


THE S.E. MASSENGILL COMPANY 
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: cure...| used a crash diet...lost five pounds 
: and now I've gained it all back!” 


but bring weight down 
and keep down... 


and the 60-10-70 Menu Plan 


Obedrin ee 60-10-70 Menu will Calorie counting? 

you successfully treat patients who must reduce P . 
excess pounds and maintain optimum weight. Not with the 60-10-70 Menu Plan; 
Obedrin aids in curbing abnormal food cravings and yet it assures balanced food intake 
facilitates establishment of correct eating habits. with sufficient protein and roughage. 


Dosage can be individualized so appetite will be de- 


pressed at peak hunger periods. And Obedrin is the Write for 
ideal support with its 60-10-70 MENU PLANS, WEIGHT 
¢ Methamphetamine — proved anorexigenic and CHARTS AND SAMPLES OF OBEDRIN. 


mood-lifting effects 
e Pentobarbital—balancing agent to guard against 


excitation Supplied: 
e Vitamins B, and B, plus niacin—effective diet Tablets and capsules—bottles of 100, 
supplementation 500, and 1,000. 


e Ascorbic Acid—aid for mobilization of tissue fluids 


Bristol, Tennessee «+ New York « Kansas City « San Francisco 


JOURNAL A.O.A., VOL. 60, APRIL 1961 
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PYRIDIUM 


brand of phenylazo-diamino-pyridine HC] 


‘Two Pyridium tablets t.i.d. relieve the pain 
of urinary infection in only 30 minutes. Dur- 
ing the first 3 to 4 days of therapy, Pyridium, 
prescribed along with any antibacterial of 
your choice, will make your patient comfort- 
able until the antibacterial reduces inflam- 


mation and controls the infection. 


AVERAGE DOSE: Adults—2 tablets t.i.d. Children 9 to 


12 —1 tablet t.i.d. supptiep: 0.1 Gm. tablets, bottles of 


50. PRECAUTIONS: Pyridium is con- 
traindicated in patients with 
renal insufficiency and/or severe 
hepatitis. Full dosage information, 
available on request, should be 
consulted beforeinitiating therapy. 


Matera of TEORM AR PROLOID 


CHILCOTT 


MORRIS PLAINS, NU 


PERITRATE MANOEL AMING 


\ 
ATIENTS WITH SE T RELIEF NOW.. a 


Composition per Liter 
illiequivalents 
40 


*Bicarbonate precursor 


CALIFORNIA 


OON BAXTER, 


ay 
® 
Dextrose Calories | mOs 
BAXTE 
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the finest 
parenteral 
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WHEN 
SPASM 
HAS 


for smooth therapeutic control 


BUTIBEL offers an important clinical refinement in the relief of gastro- 
intestinal spasm...co-ordination of the reliable antispasmodic and anti- 
secretory activity of extract of belladonna 15 mg. and the intermediate 
sedative action - BUTISOL SODIUM® butabarbital sodium 15 mg. 


_ ” Since these two components 

haw have essentially the same duration of action, BUTIBEL 
makes possible an even, time-matched therapeutic continuity 

S balanced control of both tension and spasm, without the “cumulative 


so patients experience with phenobarbital. 


McNEIL 


McNEIL LABORATORIES, INC., Phitadetphia, 32, Pa. 
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NOW 


add the essential maternal element 


lacking in infant formulas 


NhOW 


POLYMUL” 


Infant 
Nutrition 
Supplement 


POLYMUL, a unique combination of polyunsaturated fatty acids protected by anti- 
oxidant tocopherols, makes any infant feeding formula a “true substitute” for mother’s milk.’ 
Today, infant formulas are adjusted in nutritional values to simulate human milk—however, 
they lack the type of fat which determines the degree of utilization of the nutritional elements. 
Blood assays and clinical evidence demonstrate that with POLYMUL absorption, transport, 
and actual cell utilization of nutritional elements approximate mother’s milk.?:*4 

increases caloric efficiency of any infant formula®? to equal mother’s milk 

satisfies hunger longer with less formula 23:89 

helps protect against allergy ... allergic symptoms—infantile asthma, eczema, diarrhea— 

tend to regress?: 5-710 

improves skin texture? 


POLYMUL...12 years of clinical research ... thousands of blood assays‘ 


Each 1 cc. POLYMUL ‘dispensulet’ contains 950 mg. of unsaturated fatty acid glycerides providing: 


Linoleic & Linolenic Acids 600 mg. 
Tetra, Penta & Hexaenoic Acids 100 mg. 
Oleic & Saturated Acids 150 mg. 
Mixed Tocopherols 5 mg. 
Polysorbate 80 50 mg. 


Dosage: 2 to 4 cc. per day. Average dose 3 cc. per day. Contents of 3 POLYMUL 
‘dispensulets’ in formula after sterilization or one ‘dispensulet’ to 4 ounces of vanmnennguanae 
formula for three feedings. INDUSTRIES, 


INC. 
Convenient, accurate ‘dispensulets’ (1 cc.) in dispensing carton of 100—over one Erlton, 
month’s supply. New Jersey 


1. Worne, H. E., and Smith, L. W.: N. Y. Physician and Am. Med, 53: 44 (Dec.) 1959. 2. Smith, L. W., and Worne, H, E.: Antibiotic Med. and Clin. Therapy 4: 515 


(Sept.) neg! ane H. E., and Smith, L. W.: 5th International Congress of Bronchoesophagology, Vienna, Austria (Aug. 31) 1956, 4. Clinical reports on file at 
Ph Inc. 5. Weise, H. F., Hansen, A. E., and Adam, D. J. D.: J. Nutrition 66: 345 (Nov.) 1958. 6. Adem, D. J. D., Hansen, A. E., and Weise, H. F.: 


J. Nutrition 66: 555 (Dec.) 1958. 7. Hansen, A. E., et al: J. Nutrition 66: 565 (Dec.) 1958. 8. Ivy, A. C.: J. A. M. A. 105: 5-6 1935. 9, Lim, R. K. S., et al: Proe. Soc. 
Sep. Bit. S08 |. £72 890, 1930. 10. Smith, L. W., and Worne, H. E.: Am. J. Med. Sc. 237: G02 (May) 1959. 
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serenity 
without 
somnolence 


with sharpened mental acuity 
and restoration of normal drive 


Permitil 


Fluphenazine dihydrochloride - 


Chronotabs 


sustained-action tablets 


just one 1 mg. tablet daily, for 
all hours of the waking day 


Supplied: Permitil Chronotabs, 1 mg., in bottles of 30 and 250. Also 
available, Permitil Tablets, 0.25 mg., in bottles of 50 and 500. 
Complete information on the use of this drug is available on request. 


WHITE LABORATORIES, INC., Kenilworth, New Jersey (Fax } 
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how does Mellaril differ from other potent tranquilizers? 


THIORIDAZINE HCI 
specific, effective tranquilizer 


provides highly effective tranquilization, 
relieves anxiety, tension, nervousness, 


but is virtually free of such toxic effects as 
jaundice 


Parkinsonism 
blood dyscrasia 
dermatitis 


greater speciticity of tranquilizing 
action results in fewer side effects 


Virtual freedom of Mellaril 
from major toxic effects is 
due to greater specificity 
of tranquilizing action 
—divorced from such 
“diffuse” effects as anti- 
emetic action. 


“Thioridazine [Mellaril] is as effective as the 
best available phenothiazine, but with 
appreciably less toxic effects than those 
demonstrated with other phenothiazines.... 
This drug appears to represent a major 
addition to the safe and effective treatment 
of a wide range of psychological disturb- 
ances seen daily in the clinics or by the 
general practitioner.”* 


Supply: MELLARIL Tablets, 10 mg., 25 mg., 100 mg. SANDOZ 


*Ostfeld, A. M.: Scientific Exhibit. American Academy of General Practice, San Francisco, April 6-9, 1959, 
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eep the arthritic woman in moti}. .w 


; 


| k 
tior 
DE 
mu: 
=... 
N 
4 
= 


More than just anti-inflammatory therapy 
alone... DELENAR stops rheumatic inflamma- 
tion, with the more active corticosteroid, 
DeRONIL...and DELENAR relaxes painful 
muscle spasm with a proved muscle relaxant 
...and DELENAR quickly relieves motion-stop- 
ping pain with better tolerated aluminum aspi- 
rin...for comfortable restoration of motion.’” 


Now you can restore motion safely, surely with 
DELENAR in mild rheumatoid arthritis, early 


jog... with the first total anti-arthritic therapy 


osteoarthritis, rheumatism, spondylitis, fibro- 
sitis, myositis, chronic fibromyositis. 
Formula: 


DeERONIL® (Dexamethasone) ......... 0.15 mg. 
lowest dosage anti-inflammatory steroid 
Orphenadrine HC] 15 mg. 


proved muscle relaxant 


Aluminum Aspirin ...............:0000 375 mg. 
fast analgesic relief of motion-stopping pain 


Ay, 1. Ernst, E. M.: Pennsylvania M. J. 63:708 (May) 1960. / 2. Settel, E.: Clin. Med. 7:1835 (Sept.) 1960. 
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ULCER PATIENT 


ON THE JOB? 


ABBOTT 
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In one recent study,? new Tral® 75 
mg. Gradumet® halted nighttime ul- 
cer pain in 38 of 43 patients who 
were refractory to the usual meas- 
ures. Through a “metering” process, 
Tral 75 mg. Gradumet gives your 
patient most of the medication when 
he needs it most—in the middle of 
the night. 

In the above study, 43 patients with 
refractory duodenal ulcer were given 
Tral 75 mg. Gradumet—one tablet— 
every 12 hours. Among the findings: 
38 patients—88%—were promptly re- 
lieved of nighttime ulcer pain. The 
other five eventually required surgery. 
Because nocturnal pain was a symp- 
tom in all these patients, its relief, the 
author felt, was especially noteworthy. 

In previous studies,?:3 the author— 
employing a 48 hour intubation tech- 
nique—reported a marked reduction 
in both volume and acidity of noctur- 
nal gastric secretion in ulcer patients, 
following administration of Tral 75 
mg. Gradumet. 


New Form Tailored 

For Nighttime Use: 

In its new 75 mg. form, Tral Gradu- 
met actually “meters” its release so 
that the patient is receiving a meas- 
ured dose of Tral at each point dur- 
ing the sleeping interval. Maximum 
release is timed to coincide with the 
critical 2:00 to 4:00 a.m. peak period 
of nocturnal secretion and discom- 
fort. The unique Gradumet release 
principle is not dependent on pH, mo- 
tility, enzymatic activity or other var- 
iables. In fact, the release rate is so 
predictable that it can be expressed 
as an algebraic equation. 


TRAL 75 "* 
GRADUMET 


AND IN FUNCTIONAL BOWEL DIS- 
ORDERS, SPECIFY NEW FILMTAB® 


TRALCYON™ 


EACH FILMTAB OFFERS 25 mg. 
TRAL PLUS 300 mg. ECTYLUREA 


1. Kasich, A. M., — of Nocturnal Pain in _ 
odenal Ulcer, Am _ Gastroenterol., 33:66, Ja 
ry, 1960. Mast A. M. and "Fein, D., 
Hexocyclium in Active Duodenal Ui- 
cer: Evaluation of a New Anticholinergic Drug in 
Conventional and Long-Acting 
its Effect on Gastric pH as studied in 48-hour 
Analysis, Am. J. Digest. Dis., 3:12, January, 1958. 
3. Kasich, A. M., Hexocyclium Methosutlate, a 
New Anticholinergic Drug in Conventional tea 
Long-Acting Forms: Its Effect on Gastric Secre- 
tion, Schweiz. Ztschr. allg. Path., 21:354, 1958. 
— Gradumet — Methylsulfate in 
-Release Dose *, Abbott. *Patent applied 
for. tablets, Abbott. 
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Soma’s prompt relief of pain and stiffness can 
get your low-back patients back to 
work in days instead of weeks 


Soma is unique because it combines the 
properties of an effective muscle relaxant 
and an independent analgesic in a single 
drug. Unlike most other muscle relaxants, 
which can only relax muscle tension, Soma 
attacks both phases of the pain-spasm cycle 
at the same time. 

Thus with Soma, you can break up both 


pain and spasm fast, effectively .. . Tem 


give your patient the two things he wally 
most: relief from pain and rapid retumaa 


full activity. 

Soma is notably safe. Side effects are rate 
Drowsiness may occur, but usually only with 
higher dosages. Soma is available in 350 mg, 
tablets. Usual dosage is 1 tablet q.i.d. 


The muscle relaxant with an independent pain-relieving action 


{%/ Wallace Laboratories, Cranbury, New Jersey 


(carisoprodol, Wallace) 


Put your low-back 
back the 
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How you can help save 
your patients a month’s pay 


Kestler reports in J.A.M.A. (April 
30, 1960) that conventionally 
treated low-back syndrome pa- 
tients uired an average of 41 
days for full recovery (range: 3 to 
90 days). The addition of Soma 
therapy in this comparative inves- 
tigation reduced the average to 
11.5 days (range: 2 to 21 days). 
With Soma, patients averaged full 
recovery 30 days sooner. 


10:00 AM. 


meprobamate, Wyeth 


the predictable, specific agent to relieve anxiety and tension 


FORM OF EQUANIL 


The average adult daily dose is 1 capsule twice a day although a dosage range up to 2 capsules twice a day may be required 
by certain patients. Supplied: 400 mg. capsules. 


For further information on limitations, administration and prescribing of EQUANIL L-A, see descriptive literature or current 
Direction Circular. Wyeth Laboratories Philadelphia 1, Pa. 
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consider that current medical opinion fatorsestroger 1.2 


*,..the outstanding menopausal change is the sharp fall in 
the excretion of estrogens, generally followed by a rise 
in pituitary gonadotrophins. The logical treatment for this 
menopausal revolution in the hormone field seems to be 
substitution therapy, aiming at restoring, at least partly, the 
normal premenopausal hormone balance. ... Androgens, 
sedatives and tranquilizers are all helpful in some ways, but 
none of them is anything like so efficacious as the estrogens.”* 
*Transatlantic Telephone Symposium, The Effect of Estrogens in the Menopause, 


Amsterdam/New York, 1959. Transcript available on request. 
Published, J.M.A. Alabama 29:448 (May) 1960. 


in the menopause—there a 


no substitute for a speci 
ee \ | 
a n’ the natural 


mg. Increase or decrease 
required. is recommended-(3 
k regimen; with t.week rest period) to-aveid 


continuous stimotati of breast and uterps. 


|| when you treat the menopause... 
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estrogen. imparts a “sense of well-being” 
AYER$ST LABQRA New York 16, N. Y. * Montreal, C 


To Calm the Nervous, Worrisome Elderly Patient 
..without the hazard of cumulative toxicity... 


BUTISOL —noncumulative—“is r 


—n¢ apidly in the body... not contra- 
indicated in the presence of renal disease... essentially nontoxic 
for the liver’’*—is well suited to geriatrics. 


BUTISOL does the “confusion and disorientation”? frequently 
associated with the use of phenobarbital in the aged. 


BUTISOL “provided the highest rating (therapeutic index) of sedatives 
studied for control of anxiety and insomnia by daytime dosage” in 
a 5-year study’, because it showed the lowest incidence of side 
effects and least likelihood of cumulative toxicity. 


BUTISOL Sodium® Tablets » Repeat-Action Tablets + Elixir » Capsules 


1. A.M.A. Council on Drugs: New and Nonofficial Drugs 1960, Philadelphia, J. B. Lippincott Company, 1960, p. 363. 
2. Friend, D. G., and Hamlin, J. T. tll: in Modell, W.: Drugs of Choice 1960-1961, St. Louis, The C. V. Mosby Company, 1960, pp. 270-271. 
3. Batterman, R. C., et al.: Clinical Re-evaluation of Daytime Sedatives, Postgrad. Med. 26:502-509 (Oct.) 1959. 


MoNEIL LABORATORIES, INC. Philadelphia 32, Pa. 
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OPTIMUM NUTRITION 
Providing all the normal 
dietary requirements 
plus a reserve for stress 
situations. 


1. Schulz, Jeanette and 
Smith, N.J.: A.M.A. J. 
Dis. Child. 95:109(1958) 

2. Josephs, H. W.: Medi- 
cine 32: 125 (1953) 

3. Recommended Dietary 
Allowances, NAS-NRC 
Publication 589 (1958) 


IRON 


For over a quarter century 
physicians have prescribed 
Baker’s Modified Milk to help 
prevent Iron Deficiency Anemia 


Milk is an excellent vehicle for administration of iron 
—absorption is high’, and digestive disturbances are 
minimized.2 Baker’s Modified Milk provides 7.5 mg. of iron 
per quart of formula—a prophylactic level, safely in excess 
of the Recommended Daily Allowance.* 

Baker’s Modified Milk, made only from Grade A milk, 
contains ample protein and the RDA of vitamins. The 
butterfat has been completely replaced with well-tolerated 
vegetable fats. It is simple to prepare, economical to 
use, and is scientifically formulated to duplicate the 
nutritional results of breast milk. Powder and Liquid. 


BaKers 
MODIFICD MILK 


The prepared formula made by 


THE BAKER LABORATORIES, INC. 
Cleveland 15, Ohio 
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Whether it is pollinosis, rhinitis due to other inhalants, 
allergic asthma, asthmatic bronchitis in children, eczema, 
or food sensitivity... regardless of the number or nature 
of the offending allergens .. . a daily injection of Anergex 
for 6 to 8 days usually provides prompt relief that persists 
for months in most patients. 


Anergex is nonspecific in action. Its effectiveness against 
most allergens eliminates skin testing and long drawn-out 
desensitizing procedures. In contrast to the antihistamines 
and other drugs that provide only temporary symptomatic 
relief, Anergex induces a prolonged allergy-free state. 


with a one week course of daily injections 


Marked improvement or’complete relief has been reported 
in over 70 per cent of more than 5,000 patients*. Anergex 
appears more effective when given during exposure to the 
offending allergens. Relief is prompt; the patient “often 
feels better by the time he has had 3 or 4 doses’’*. Anergex 
is safe; no systemic reactions have ever been reported. 


Available: Vials of 8 ml.—one average treatment course. Each ml. 
contains 40 mg. specially prepared extractive substances obtained 
from the Toxicodendron quercifolium plant. 


*WRITE FOR LITERATURE AND REPRINTS 


ANERGEX 


the new concept for the treatment of allergic diseases 


MULFORD COLLOID LABORATORIES /|MULFORD}. PHILADELPHIA 4, PENNSYLVANIA 
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ELEVEN YEARS OF GROWING CONFIDE 
THE EFFECTIVENESS AND SAFETY OF ~ 


BENEMID 


PROBENECID 


IN GOUT 


4 
4 
1957 
959 
1960 
SINCE 195 
3 q 


--Since_the introduction of 
into clinical medicine d_/BENEMID 
enthusiasm has been evidenced and able 
8 


patients who have gout should be offe mn ; 
suric 


E ‘obene cid. 1 


Therapy, Arthr 
Therapy, itis anda Rheumatism 22193, j 


___..BENEMID_is"“remarkably free from toxic side 
reaction....Patients tolerate the drug well."- 


2... Lockie, _L._M., and Talbott, J.: Does 
Patient Have Gout?, Scientific Exhibit, 
American Medical Association, New York City, 


__ uricosuri ice 
“WIth Treatment should be 
twice-tn instituted 
ut interruption, "3 


———3._Kr 
on, K. M,, 
and Ri 
Richards, J.C, Smith, R. 


Supply: BENEMID* probenecid, 0.5 Gm. tablets, bottles of 100 and 1000. 
Also available: Co.BENEMID*, 0.5 mg. colchicine and 0.5 Gm. BENEMID. Bottles of 100. 


Before prescribing or administering BENEMID, the physician should consult the detailed information 


on use accompanying the package or available on request. 


€D MERCK SHARP & DOHME, DIVISION OF MERCK & CO., INc., WEST POINT, PA. 


*BENEMID AND Co.BENEMID ARE TRADEMARKS OF MERCK & CO., INC. 
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BENADRYL Hydrochloride (diphen- 
hydramine hydrochloride, Parke-Davis). 
Kapseals® of 50 mg.; Capsules of 25 mg.; 
Emplets® (enteric-coated tablets) of 50 
mg.};in aqueous solutions: 1-cc. Ampoules, 
50 mg. per ec.; 10- and 30-ce. Steri-Vials,® 
10 mg. per ce. with 1:10,000 benzetho- 
nium chloride as a germicidal agent; 
Elixir, 10 mg. per 4 ce.; 2% Ointment 
(water-miscible base); Kapseals of 50 mg. 
BENADRYL HCl with 25 mg. ephedrine 
sulfate. INDICATIONS: Allergic diseases 
such as hay fever, allergie rhinitis, urti- 
caria, angioedema, bronchial asthma, 
serum sickness, atopic dermatitis, 
contact dermatitis, gastrointestinal 
allergy, vasomotor rhinitis, phys- 


Feb. 1961 (P-492) 


ical allergies, and allergic transfusion re- 
actions, also postoperative nausea and yom- 
iting, motion sickness, parkinsonism, and 
quieting emotionally disturbed children. 
Parenteral administration is indicated 
where, in the judgment of the physician, 
prompt action is necessary and oral ther- 
apy would be inadequate. DOSAGE: Oral 
~adults, 25 to 50 mg. three or four times 
daily. Children, 1 or 2 teaspoonfuls of 
Elixir three or four times daily. Paren- 
teral—10 to 50 mg. intravenously or 
deeply intramuscularly, not to exceed 
400 mg. daily. High doses 

may be required in acute, gen- 
eralized or chronic urticaria, 
allergic eczema, bronchial 


asthma, and status asthmations 
PRECAUTION: Avoid subcutaneous 
perivascular injection. Single Parenter} 
dosage greater than 100 mg. should he 
avoided, particularly in hypertension and 
cardiac disease. Products containing 
BENADRYL should be used cautiously 
with hypnotics or other sedatives; if alto. 
pine-like effects are undesirable; or if the 
patient engages in activities requiring 
alertness or rapid, accurate response (such 
as driving). Ointment or Cream should 
not be applied to extensively denuded 
weeping skin areas. Preparations eon, 
taining ephedrine are subject to the 
same contraindications applicable tg 
ephedrine alone, 
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when allergy looms large in the life of your patient... 


relieves the symptoms of food allergy When the allergic patient 
can’t resist eating an offending food, the ensuing punishment is often out 
of all proportion to the nature of the “crime.” In such cases, BENADRYL 
provides a twofold therapeutic approach to the management of distressing 
symptoms, 

antihistaminic action A potent histamine antagonist, BENADRYL 
breaks the cycle of allergic response, thereby relieving gastrointestinal 
upset, urticaria, edema, pruritus, and coryza. 

antispasmodic action Because of its inherent atropine-like proper- 
ties, BENADRYL affords concurrent relief 
of gastrointestinal spasm, abdominal pain, 
nausea, and vomiting. 


PARKE-DAVIS 


PARKE, DAVIS & COMPANY, Detroit 32, Michigan 


BENADRYL 


antihistaminic-antispasmodic 
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Vertigo is reversible 


Antivert stors 


VERTIGO 


moderate to complete relief of 
symptoms in 9 out of 10 patients’ 


Prescribe one ANTiveErT tablet (or 1-2 teaspoonfuls ANTIVERT syrup) 3 times daily, 
before each meal, for prompt relief of vertigo, Meniere’s syndrome and allied dis- 
orders. Side effects are short-lived, usually only harmless flushing and tingling 
associated with vasodilation. ANTiveRT is contraindicated in severe hypotension 
and hemorrhage. 

Supplied: Small blue-and-white scored tablets (meclizine HCI 12.5 mg. and 
nicotinic acid 50 mg.) in bottles of 100. Syrup in pint bottles. Prescription only. 
Bibliography available on request. 

And for your aging patients— 

NEOBON’ Capsules: five-factor geriatric supplement. 


Reference: 1. Scal, J. C.: Eye Ear Nose & Throat Month. 38:738 (Sept.) 1959. 


now available: = 


New York 17, N. Y. syru 
Division, Chas. Pfizer & Co., Inc. “ An fi 1V ert y P 
Each teaspoonful (5 cc.) contains'6.25 mg. 
meclizine HCI and 25 mg. nicotinic acid. 
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in chronic fatigue 


and post-viral debility 
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(nandrolone phenpropionate injection, Organon) 


once every 7 to 14: days provides 
safer, sustained anabolic revitalization 


anabolic steroid . anabolic /androgenic | ‘duration 


Supplied: 
Testosterone propionate (i.m.) 3-4 days 5-cc. vials, 
Fluoxymesterone (oral) 1 day 1-cc. ampuls (box of 3) 
25 mg. nandrolone 
Methyltestosterone (oral) 1 day phenpropionate/cc. 


Norethandrolone (oral) 


1 day 


7-10 days Organon tnc., 
West Orange, N. J. 


Durabolin 


Chart adapted from Craig, P.: J. Okla. St. M.A. (June) 1960. 
Green bar represents anabolic potency; gray bar shows relative androgenicity 
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ANNOUNCING: THE CARNATION WEIGHT REDUCTION PLAN 


CARNATION INSTANT NONFAT DRY 


THE CARNATION WEIGHT REDUCTION PLAN 


This Plan is a new meal-replacement weight reduction regimen 
based on delicious milk products plus a standard multi- 
vitamin-mineral preparation. 

Carnation’s nutritionally-balanced meal-replacement Plan 
supplies 1000 calories and 70 grams of high quality protein. 


EASY FOR PATIENTS TO MAKE 


TAKE 1 standard multi-vitamin-mineral preparation each day. 
MIX one day’s supply (4 glassfuls) of Carnation Plan For- 
mula by stirring together in a container larger than 
a quart: 
1% cups CARNATION INSTANT NONFAT DRY 
MILK 
1 quart WHOLE MILK 


If desired, flavor with instant coffee or a variety of 
extracts. 


Chocolate flavoring adds 30 calories per teaspoonful. 


OR for a Single Glass: Mix a generous % cup Carnation 
Instant with 1 cup whole milk. 


COSTS ONLY 44¢ A DAY 


The total expense for the Carnation Weight Reduction Plan 
—including the multi-vitamin-mineral preparation—is 44¢ 
a day. Compare this to the price dieters pay for the largest- 
selling pre-mixed product. 


TASTES NATURALLY DELICIOUS 


Because the Carnation Plan Formula is based on fine, pure 
dairy products, it has a fresh milk flavor. Patients can vary 
this flavor by simply adding 3 to 4 teaspoons of instant coffee, 
or 1% teaspoons of any of their favorite extracts, like vanilla, 
per quart. 

AN EFFECTIVE, FLEXIBLE PLAN 


The Carnation Weight Reduction Plan provides balanced 
nutrition. Providing 1000 calories a day, the Plan gives the 
dieter 70 grams of high-quality, hunger-appeasing protein. 
This concentration of protein helps satisfy the appetite, and 
at the same time, keeps up the dieter’s energy. The Plan 
meets the Daily Adult Requirement for all vitamins and 
minerals with established minimums. 


MULTI-VITAMIN-MINERAL CAPSULE 


MAKE AT HOME—FOR ONLY 44°A DAY 
— 
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1 QUART:FRESH, WHOLE MIL 


The physician prescribes the multi-vitamin-mineral prep- 
aration to supply the vitamin-mineral elements outside the 
basic food drink. The physician may also wish to vary the 
number of meals the dieter replaces with the Carnation Plan 
Formula and the number of days the patient stays on the 
regimen. In this way the physician is given the opportunity 
to adjust the regimen of the dieter to suit the needs of each 
individual patient. 

BULK—TO PROTECT AGAINST CONSTIPATION 
Dieters can snack with low-calorie vegetables and greens like 
celery, cucumbers, radishes, green pepper, lettuce. These 
snacks are welcomed by the dieter, and they aid regularity. 
Coffee and tea (without sugar and cream) may be used. 
Plenty of water is generally recommended. 

FOR ALL DIET-CONSCIOUS PATIENTS 
Carnation Nonfat Dry Milk can be recommended apart from 
a meal-replacement diet. All patients interested in weight 
control can get important protein, calcium, and B-vitamins 
the low-calorie way. Only 81 calories in an 8-ounce glass of 
regular Carnation Instant Nonfat Dry Milk. 
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Four glasses of the Carnation Weight Reduction For- 
mula and the vitamin-mineral supplement* answer the 
Minimum Daily Adult Requirement for all known vita- 
mins and minerals. Besides 70 grams of high-quality 
: protein, 100 grams of carbohydrate, and 36.8 grams of 
: fat, the Carnation Weight Reduction Plan provides: 


:  *Calculations are based on a standard multi-vitamin-mineral 
1% cups Carnation Instant Nonfat Dry Milk, 
1 quart of whole milk. 
**M.D.R. (Minimum Daily Requirement) has not been 
established. 


Multiples 
of M.D.R. 
: Vitamin A 6540 Units Ls. 
: Vitamin D 500 Units Ties 
: Ascorbic Acid (C) 76 Mg. 28° 
: Thiamin 5.77 Mg. 5.7 
: Riboflavin (Bz) 8.6 Mg. 7 : 
: Niacinamide 16.8 Mg. = 
: Iron 11.8 Mg. ‘eS 
Calcium 2.7 Gm. 
: Phosphorus 2.1 Gm. 2.8 : 
: Iodine 0.56 Mg. 5.6 : 
Pyridoxine (Be) 1.42 Mg. 
: Ca Pantothenate 11.8 Mg. ees 
: Vitamin 2.0 Meg. 
: Vitamin E 10.6 Units  . 
Sodium 1.1 Gm. 
: Potassium 3.0 Gm. cake 
: Manganese 1.0 Mg. 
: Magnesium 1.3 Gm. ace 
: Copper 1.6 Mg. ee 
: Zine 8.0 Mg. os 
: Calories 1000 : 


FOR CONVENIENCE: CARNATION WEIGHT 
REDUCTION PLAN FOLDERS FOR YOUR PATIENTS 
They describe the Plan fully, 
concisely. Give complete direc- - 
tions. Save your valuable time. 
Generous supply of folders in unique 
tear-out pad. Simply write to 
Carnation Company, Dept. MN-41, 
Los Angeles 19, California. 
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nw Gosa-Terrastatin 


*patients requiring high 
or prolonged 
antibiotic dosage 


*women, particularly 
during pregnancy 


wherever 
monilial superinfection 
is a particular hazard* 


OXYTETRACYCLINE WITH GLUCOSAMINE PLUS NYSTATIN 
capsules and for oral suspension 
the antibiotic effectiveness of 
Terramycin enhanced 

with antifungal activity 


*patients 
receiving 


corticosteroid 


therapy 


*diabetics 


IN BRIEF \ 


Cosa-Terrastatin provides the established 
antibiotic dependability of oxytetracycline 
(Terramycin®) with the potent antifungal 
activity of nystatin; inclusion of glucosamine 
enhances the absorption of Terramycin. 
Nystatin has a significant prophylactic action 
against monilial overgrowth. 


INDICATIONS: Effective against both gram- 
positive and gram-negative bacteria, rickettsiae, 
spirochetes, large viruses, and certain parasites 
(amebae, pinworms), Cosa-Terrastatin is in- 
dicated in a great variety of infections due to 
susceptible organisms, e.g., infections of the 
respiratory, gastrointestinal, and genitourinary 
tracts, surgical and soft-tissue infections, oph- 
thalmic and otic infections, and many others. 


*debilitated or 
elderly patients 


The added protection afforded by Cosa-Terrastatin against monilial super- 
infection is especially important for those patients who are most likely to be 
susceptible to the overgrowth of Candida albicans. 


ADMINISTRATION AND DOSAGE: Adults: Dosage providing 1 Gm. of oxytetra- 
cycline daily in four divided doses is usually effective. In severe infections, 
2-4 Gm. daily may be indicated. Infants and children: 10-20 mg. of oxytetra- 
cycline per lb. of body weight daily. 


Science for the world’s well-being® fi PFIZER LABORATORIES Division, Chas. Pfizer & Co., Inc. Brooklyn 6, New York 


SIDE EFFECTS AND PRECAUTIONS: If superim- 
posed infection caused by resistant staphylococci 
is observed, the antibiotic should be discontin- 
ued, and a therapeutic trial of other antibiotics 
as indicated by susceptibility testing may be 
initiated. Aluminum hydroxide gel has been 
shown to decrease antibiotic absorption and is 
therefore contraindicated. Glossitis and allergic 
reactions are rare. Nystatin is virtually nontoxic 
and nonsensitizing; side effects are seldom ob- 
served. There are no known contraindications 
to glucosamine. 


suPPLIED: Cosa-Terrastatin Capsules, 250 mg. 
of oxytetracycline with 250 mg. of glucosamine 
and 250,000 units of nystatin, bottles of 50. 
Cosa-T errastatin for Oral Suspension, each 5 cc. 
teaspoonful of reconstituted suspension contains 
125 mg. of oxytetracycline with 125 mg. of 
glucosamine and 125,000 units of nystatin, 60 cc. 
bottles. 


More detailed professional information avail- 
able on request. 


re 


lena 


*infants 

| 


patients 
comfortable 
during arthritic 
flare-ups 


With Somacort to 

relax muscles and relieve pain, 
tender joints need far less steroid 
to reduce inflammation’ 


Somacort is a safe, logical step-up in treatment 
during the rough days when your patients need 
more than salicylates to keep comfortable and 
active. 


Soma, by itself, benefits many arthritics by re- 
lieving the muscle spasm and pain which arise 
from joint inflammation. Thus with Somacort, 
which combines Soma with prednisolone, the 
amount of steroid needed to control inflamma- 
tion can be kept within more conservative limits. 


Somacort is well tolerated even when used for 
long-term therapy in more serious cases. 


Recommended dosage: 1 or 2 tablets q.i.d. 
(Each tablet contains 350 mg. carisoprodol, 2 
mg. prednisolone) 


1. Wein, A. B.: The Use of Carisoprodol (SOMA) in Orthopedic Surgery 
and Rehabilitation. Miller, James G., ed., Wayne State University Press, 
Detroit, Michigan, 1959. 


® ° Wallace Laboratories, Cranbury, New Jersey 


= 


| tablets relieve wos a range 


ACTS FASTER—usually within 5-15 minutes. LASTS 
LONGER— usually 6 hours or more. MORE THOROUGH 
RELIEF — permits uninterrupted sleep through the 
night. RARELY CONSTIPATES—excellent for chronic 


Percodan 


or bedridden patients. 
(Salts of Dihydrohydroxycodeinone and a plus APC) AVERAGE ADULT DOSE: 1 tablet every 6 hours. May be habit 
a ETS forming. Federal law permits oral prescription. 


Each PERcopAN* Tablet contains 4.50 mg. dihydrohydroxy- 
codeinone hydrochloride, 0.38 mg. dihydrohydroxycode- 
inone terephthalate, 0.38 mg. homatropine terephthalate, 
224 mg. acetylsalicylic acid, 160 mg. acetophenetidin, and 
32 mg. caffeine. 

Also available—for greater flexibility in dosage—PERCODAN®- 


DeEmMI: The PERCODAN formula with one-half the amount of 


prompt relief salts of dihydrohydroxycodeinone and homatropine. 


profound relief d LITERATURE AVAILABLE ON REQUEST 
fe ENDO LABORATORIES 
| prolonged relief Richmond Hill 18, New York 


*U.S. Patent Nos. 2,628,185 and 2,907,768 


ties commencing with moderate nain 
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fora brighter pregnancy 
SPANSULE 


brand of sustained release capsules 


DEXAMYL’ 


When pregnancy becomes burdensome, “Dexamyl’ Spansule 
capsules can help restore optimism and drive. 


FORMULA: Each ‘Dexamyl’ Spansule capsule 
No. 1 contains Dexedrine® (brand of dextro am- 
phetamine sulfate), 10 mg.; amobarbital (Warning, 
may be habit forming), 1 gr. Each ‘Dexamyl’ 
Spansule capsule No. 2 contains ‘Dexedrine’ (brand 
of dextro amphetamine sulfate), 15 mg.; amobar- 
bital (Warning, may be habit forming), 1% gr. 
The active ingredients of the ‘Spansule’ capsule 
are distributed among hundreds of minute pellets 
with varying disintegration times. A therapeutic 
dose is released immediately and the remaining 
medication, released slowly and without interrup- 
tion, sustains the effect for 10 to 12 hours. 
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INDICATIONS: (1) Mental and emotional dis- 
tress; (2) overweight. 

RECOMMENDED DOSAGE: One ‘Dexamyl’ 
Spansule capsule taken in the morning. 
SIDE EFFECTS: Insomnia, excitability and in- 
creased motor activity are infrequent and ordi- 
narily mild. 

CAUTIONS: Should be used with caution in 
patients hypersensitive to sympathomimetic com- 
pounds or barbiturates and in cases of coronary or 
cardiovascular disease or severe hypertension. 


Prescribing information adopted January 1961. 
Smith Kline & French Laboratories, Philadelphia 
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AN AMES CLINIQUICK® 


CLINICAL BRIEFS FOR MODERN PRACTICE 


COMBINING CONTROL OF 
/“DIABETES AND ITS COMPLICATIONS 


* Today, as yesterday, “the diabetic dies of his complications and not of his 

disease.”! Increased diabetic longevity, moreover, increases the incidence 
and relative importance of such long-term complications as vascular degenerative 
lesions of the kidney and peripheral blood vessels. Current opinion further stresses 
that the best available retardant of such complications is close and continuous control 
of diabetes.2 


Close diabetic control, by the patient by frequent testing for glucosuria, is essential. 
Whether treatment is oral, parenteral, or solely dietary, detection and quantitation of urine- 
glucose enables the supervised patient to adjust medication and diet rationally. 


Testing for ketonuria, on the other hand, is a protective measure. It may warn of ketosis 
induced by major infections and a variety of stress conditions, as well as alerting to the 
ketoacidosis of insulin insufficiency.3 Urine testing for ketones aids both management of 
ketogenic disorders and maintenance of control most likely to delay long-term complica- 
tions of diabetes. 
(1) Joslin, E. P., in Joslin, E. P.; Root, H. F.; White, P., and Marble, A.: The Treatment of Diabetes Mellitus, ed. 10, 


Philadelphia, Lea & Febiger, 1959, p. 239. (2) Goodman, J. |.: M. Times 88:1168, 1960. (3) Haunz, E. A., and 
Cornatzer, W. E.: Minnesota Med. 41:836, 1958. 


Routine urine-sugar testing with CLinitest® and urine-ketone testing with Acetest® 
may be signally vital to certain “special risk” patients. Among these are the 
juvenile diabetic patient, the adult with severe diabetes, the pregnant dia- 
betic, and the patient on oral hypoglycemic medication. These patients, 
in particular, gain both short- and long-term benefit by closely fol- 
lowing their physician's instructions about routine urine testing. 


for closer daily control of diabetes — 
and better protection against 
its complications 


TEST FOR BOTH GLUCOSURIA 
—AND KETONURIA 


with color-calibrated 


BRAND Reagent Tablets 
standardized urine-sugar test for clear-cut 
quantitative readings 


with ketone-specific 


BRAND Reagent Tablets 


1 drop of urine—a few seconds—detects 
both acetone and acetoacetic acid 


o1o6! 


AMES 


COMPANY, INC 
Elkhart « indiono 
Toronto Conada 
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IT MAY BE CHRONIC BURSITIS 


IT MAY BE EARLY OSTEOARTHRITIS 


The favored corticoid-salicylate compound. For more effective and comprehensive, 
yet conservative, treatment than either steroids or salicylates alone... the outstanding anti-in- 
flammatory effect of prednisone’...the supportive antirheumatic action of aspirin®?.to bring rapid 
pain relief and quiet the inflammatory process. SIGMAGEN offers less likelihood of treatment- 
terminating side effects.? SIGMAGEN is available in bottles of 100 and 1000. 


METICORTEN® (prednisone)...... Safer, reduced MQ, 
Acetylsalicylic acid..............supportive anti-inflammatory-analgesic.............325 mg, 
Aluminum hydroxide ............a buffer for better toleration ........sssssesseeseseeee 75 mg, 
Ascorbic acid supplementation 20 mg, 


References: 1. Cohen, A., et_al.: J.A.M.A. 165:225, 1957. 2. Spies, T. D., et al: J.A.M.A. 159:645, 1955. 


3. Stecher, R. M.: Panel Discussion, Ohio M. J. 52:1037, 1956. ae ® 
emission-in any rheumatic 
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SPECIFIC ACTION... 
FROM CARDIOSPASM TO RECTOSPASM 


CAPSULES 


DACTIL 


the only brand of piperidolate hydrochloride 


FOR UPPER G.I. DISTRESS 
* “unique” antispasmodic with power- 
ful local anesthetic properties! 
“ .. specific for upper gastrointestinal 
pain and spasm...’ 
- “...no toxic effects resulting from the 
clinical use of this compound have 
been reported.” 


TABLETS 


CANTIL 


the only brand of mepenzolate bromide 


FOR THE COLON 


“...the most effective available 
colonic anticholinergic...’ 

“...provides selective action, 

confined principally to the lower 

G.I. tract.’ 

- “.,. singularly free of the side- 
effects commonly encountered 
with anticholinergics.”® 


DACTIL provides most rapid relief of gastrointes- CANT is highly effective in ulcerative colitis, irritable 
tinal spasm, biliary spasm, cardiospasm, pyloro- colon, mucous colitis, spastic colitis, diverticulitis, 
spasm, spasm of biliary sphincter, biliary diverticulosis, malabsorption syndrome, rectospasm, 
dyskinesia, gastric neurosis and irritability, post- diarrhea following G.I. surgery, bacillary and para- 
gastrectomy syndrome,and is useful as adjunctive sitic disorders. - -~ 


therapy in selected inflammatory hypermotility Th * +s 

: . rs e effect of CANTIL on the bladder is negligible, but 
id free of side caution should be observed in patients with prostatic 
SUS hypertrophy. As with all anticholinergics, it should 
Supplied: pactiL (plain) 50 mg.; and DACTIL with be withheld in glaucoma. 
Phenobarbital, 50 mg., with 16 mg. phenobarbital 

Pe = pplied: CANTIL (plain) 25 mg.; and CANTIL with Pheno- 
(may be habit forming). Bottles of 50. barbital, 25 mg., with 16 mg. of phenobarbital (may be 
habit forming). Bottles of 100 and 250. 


References: (1) Rider, J. A.; Moeller, H. C., and Lee, J.: Am. J. 
Gastroenterol. 32:714, 1959, (2) Modern Drug Encyclopedia and 
Therapeutic Index, ed. 6, New York, Drug Publications, Inc., 1955, 
LAKESIDE p. 281. (3) Kleckner, M. S., Jr.: J. Louisiana M. Soc. 108 :359, 1956. 
(4) Kleckner, M, S., Jr.: Clin. Res. Proc. 5:19, 1957. (5) Riese, 
J.A.: Am. J. Gastroenterol. 28 :541, 1957. 72665 


THE JOURNAL OF THE AMERICAN OSTEOPATHIC ASSOCIATION 


CARRUTH J. WAGNER, M.D.,* Washington, D.C. 


In a world where international discussion is on the 
level of hydrogen bombs, it is important that we 
focus attention upon our community health serv- 
ices and personal survival. The only absolute pro- 
tection we have against modern warfare is to pre- 
vent its occurrence. We are all familiar with the 
efforts of our country in this respect and, through 
educational processes and international organiza- 
tional activities, we fervently pray that we will 
never have to face up to the stark horror of an 
attack upon this nation. 

However, as long as there exists in the world a 
political, economic, and social system that is dedi- 
cated to destroying our way of life, we must devote 
considerable time and resources to ensure our peo- 
ple a capability of surviving disaster should it 
occur. That you are gathered here today, and simi- 
lar groups are meeting regularly at the national, 
state, and local levels, signifies appreciation of this 
need, But, the fact that this need exists and we 
appreciate it is not enough. We must do something 
about it and, as you might expect, it is in this area 
that much of the controversy about civil defense 
is centered. 

With your permission, I would like to discuss 
some of the things we, as individuals and as com- 
munity representatives, must consider if we are 
to “get something done” in health mobilization. 

The National Plan for Civil Defense and Defense 
Mobilization, promulgated by the President in Oc- 
tober 1958, defines the mission of nonmilitary de- 
Presented at the Sixty-Fifth Annual Convention of the American 
Osteopathic Association, Miami Beach, Florida, January 23, 1961, by 
Walter C. Clowers, M.D., Chief, Program Services Branch, Division 


of Health Mobilization, Office of the Surgeon General, Public Health 
Service, Department of Health, Education, and Welfare, Washington 


*Chief, Division of Health Mobilization, Office of the Surgeon Gen- 
pnw % Public Health Service, Department of Health, Education, and 
are. 
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Health services in 


an emergency 


fense as an integral part of the total defense of the 
nation. This mission includes: 

1. Protection of life and property by preparing 
for and by carrying out nonmilitary functions to 
prevent, minimize, repair, and recover from injury 
and damages; and 

2. Mobilization and management of resources 
and production. 

Much has been done by states and their local jur- 
isdictions toward accomplishment of the first part 
of this twofold nonmilitary defense mission. The 
states, with encouragement, guidance, and assist- 
ance from the Office of Civil and Defense Mobiliza- 
tion, have prepared and published comprehensive 
operational survival plans. 


Medical plan assumptions 


Certain assumptions are basic in the development 
of these state and local plans. Let us consider some 
of the fundamental assumptions: 

1. Disparity between available resources and the 
requirements for those resources is the most control- 
ling assumption we must deal with. This deficiency 
of resources requires such measures as self-help; 
expanded responsibilities for health personnel; im- 
provisation of facilities, supplies, and equipment; 
stockpiling; triage; standardized treatment pro- 
cedures; and many others. 

2. We must assume prior training is essential to 
implementing any emergency plan. This training 
must be organizationally and operationally oriented 
if it is to be effective. 

3. Communication will be limited or not avail- 
able. The loss of this essential service requires that 
all personnel have a thorough knowledge of the 
total plan and their specific job in order that opera- 
tions will remain coordinated. 

4. There will be widespread destruction or de- 
nial of hospital and medical facilities. Emergency 
hospital units must be stockpiled in nontarget 
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areas; treatment facilities must be improvised; and 
reliance must be placed on self- or neighbor-care. 

5. It must be assumed that due to fallout most 
communities will experience a delay of days or 
weeks before organized medical care can be insti- 
tuted. This, again, emphasizes the importance of 
self- and neighbor-care, personal stockpiles of food, 
water, and medical survival items; and training of 
the general population in personal survival. 

6. It must be assumed that biological and chemi- 
cal warfare agents will be used. Every effort must 
be made to supply protective measures against 
these agents as they become available. Training in 
self-protection, decontamination, and treatment is 
essential. From time to time, new assumptions are 
necessary which require revision of plans and op- 
eration. 

Similar operational survival and disaster plans 
have been prepared by the separate counties and 
communities in some states. These treat in detail 
what is to be done to mobilize local governments 
and people to provide essential community services 
and disaster relief to the population. They provide 
emergency health and medical care, welfare serv- 
ices, fire and rescue services, law enforcement, traf- 
fic control, radiologic defense, public information, 
emergency communications, transportation, and 
other vital services that will be required to protect 
life and property in a disaster. 

In addition, these state and local plans make 
comprehensive preparation for control and distri- 
bution of goods and services during an emergency. 
They establish a system by which food, fuels, cloth- 
ing, and other necessities can be rationed; they pro- 
vide for continued operation of essential industry 
and business, use of money and credit, and resto- 
ration of essential services. 

All of these civil defense activities bear directly 
upon our health program operation. The plan tells 
us how to group these seemingly unrelated activi- 
ties together in such a way that they will function 
in unison, under control, to produce a desired re- 
sult—survival of the community. 

It has been proved under all conditions of war 
and peace that people succeed best who form defi- 
nite ideas of what they are going to do before they 
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start to do it. Without a plan, we drift into situa- 
tions and find ourselves at the mercy of circum- 
stances. To “get something done” in civil defense, 
we must have an emergency operations survival 
plan which sets up an organization. Available 
health personnel are fitted within this organization 
in such a way as to utilize to the maximum their 
particular skills. As recent studies on health man- 
power management clearly demonstrate, training 
must be established to increase and extend the 
technical skills of assigned personnel and to teach 
them to operate in a coordinated manner within 
the emergency organization. 

Another ingredient we need to “bake the cake” 
is to “build in” civil defense. Many federal agencies 
are incorporating civil defense into their day-to-day 
operations. It is only through this device that we 
can accomplish a civilian force-in-being, mission- 
oriented to disaster operations. 

With these basic things in mind, let us look at 
some of the principles that must be considered in 
the provision of community health services in the 
event of an emergency. 


Major problems 


The major problems that will make the provision 
of health services in case of enemy attack so diffi- 
cult include: 

1. The marked disparity that will exist between 
the resources that remain after attack and the re- 
quirements for these resources in casualty and non- 
casualty care; and 

2. The radiation fallout that may interdict prompt 
response and rescue as well as create additional 
casualties. Food and water may be contaminated 
and essential services such as heat, water, food, and 
medical care may be denied for extended periods. 

The use of biological and chemical warfare agents 
will pose additional problems. Both may be used 
before, after, or during attack with thermonuclear 
weapons; both can be used in either a covert or 
overt manner; and both agents are effective and are 
difficult to recognize and counteract. 

Although it is common to group these two agents 
together, the only real similarity between chemical 
and biological warfare is in the method of dissemi- 
nation. The most likely use of either would be 
with various devices capable of producing large 
numbers of very small air-borne particles or aero- 
sols. 

The primary site of entry of these particles into 
the body is through the respiratory tract or, in the 
case of certain chemical agents, through the skin. 

Most people believe chemical warfare agents 
stand behind nuclear and biological weapons as 
the likely choice by the enemy for use against cities 
of the United States. However, to give you an idea 
of the effectiveness of the agent, we know that 
something approaching the minimum payload of 
an average missile can easily support the dissemi- 
nation of the chemical over an area with a 1-mile 
radius. The distribution of the agent within such 
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a circle will not be uniform, but it will be sufficient 
to ensure that about 30 per cent of the persons 
within that area will be casualties within 60 sec- 
onds! 

The lag-time between the time of use of a nuclear 
weapon and the time its effect is manifest is meas- 
ured in microseconds, and with chemical weapons 
in seconds or minutes. In the case of biological 
agents, however, the lag-time must be measured in 
hours, days, or weeks. 

These are versatile weapons that pose significant 
problems in health mobilization planning. 

Additional postattack problems that must be con- 
sidered are the increases in morbidity and mortality 
that will result from the following: 

Destruction of water systems 

Destruction of sewerage systems 

Loss of essential health services 

Lack of shelter, clothing, fuel 

Increased insects and rodents 

Overcrowding and inadequate food 

Psychologic effects. 


Mission of emergency health services 


The primary mission of emergency health services 
is to: 

1. Minimize the effects of natural or man-made 
disaster, through such measures as mass casualty 
care, emergency preventative health measures, and 
rehabilitation. 

2. Maintain the noncasualty population in a state 
of good health. 

3. Restore essential community health services 
in order that the country can recover as quickly and 
effectively as possible. 

The first point to keep in mind in defining our 
role is that it is only within the organization created 
by our local civil defense plan that we can “get 
something done.” Civil defense is basically govern- 
ment-in-an-emergency. Our job, then, is to become 
a part of the community organization. Regardless 
of our particular assignment, we must, in addition 
to preparing ourselves to perform effectively in the 
event of disaster, contribute to the refinement and 
further development of the emergency plan and 
the capability of the community as a whole. 

Let us examine the process we must go through 
to develop our capability to perform our assigned 
job. As professional health workers, doctors of 
osteopathy, like other professional personnel, must 
assume responsibilities and provide many health 
services during a civil defense disaster that they 
would not perform in their everyday practice. The 
marked disparity in health resources postattack will 
require all health personnel to assume additional 
responsibilities. 

The type and extent of the expanded health func- 
tion, in turn, will be related directly to the specific 
job each particular health worker has been as- 
signed within the local emergency health organi- 
zation. Training programs must then be developed 
that will ensure that the individual can perform his 
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assigned job. And finally, we must provide the 
individual with an opportunity to rehearse his role 
with his team mates in the organization. 

Within this context, physicians, both M.D.’s and 
D.O.’s, for example, will have many specific roles. 
In one locality, one physician may have an adminis- 
trative assignment in the state or local health con- 
trol center. Here he must be conversant with all 
aspects of the civil defense plan and be proficient 
in the methods of mobilization and management of 
health resources. Another may head up a first-aid 
team and must be adept at wound and injury man- 
agement, transportation of the injured, and treat- 
ment of shock. Another may serve as an anesthe- 
tist. The variety of assignments for the physician 
include serving with surgical teams, burn teams, 
emergency public health teams, rehabilitation 
teams, emergency treatment stations, and in many 
other capacities. 

In all of these assignments, the physician will 
provide professional services which, to some extent, 
vary from his usual practice. Therefore, he will 
need training beyond that which he has received 
in school; however, this training must be tailored 
to fit the specific needs of his assigned civil defense 
role rather than his categorical identification as a 
physician. 

At first examination, this thesis would appear to 
complicate training to the extent that we would 
never achieve our goal. But, if we look at it in 
terms of the community organization, it becomes 
less formidable and quite practical. 

The plan sets up the emergency organization. 
Available health personnel are fitted within this 
organization to form functional units, and each 
unit has a clearly defined job, leadership, and a plan 
for operating in a coordinated manner. 

The director of each unit must constantly concern 
himself with the assignment and training of his 
staff. This is not something that is done once and 
for all at the beginning. The unit director should 
from time to time change individual assignments 
as he observes the individual’s capabilities during 
training periods and practice exercises. 

In addition to this specialty training, group in- 
struction in basic civil defense and operating prin- 
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ciples is indicated at the state and local level under 
the auspices of the local civil defense organization. 
At the national level, the Public Health Service is 
concentrating its efforts upon the development of 
training materials, aids, and specific programs that 
can be used for this purpose. 

When members of the profession have been given 
organizational assignments at local levels, and train- 
ing for specific assignments has been planned, local 
communities will be in a position to identify train- 
ing needs that are common to each type of assign- 
ment. These common training needs can then be 
met by basic health mobilization training courses. 
These basic training courses can be included with 
other basic emergency training in the professional 
schools. They can be be given to doctors through 
such media as postgraduate courses or state courses 
jointly sponsored by professional societies and the 
State Civil Defense Director. However, I cannot 
overemphasize that operational training, to be ef- 
fective, must be oriented toward a specific assign- 
ment for each person and that baseline health mo- 
bilization training is not an end in itself. It is only 
by a dynamic day-to-day program within the or- 
ganization that we achieve the most with training. 


Basic elements of the medical plan 


What sort of a program should we have at the local 
level? As we see it, the basic elements of the medi- 
cal plan must include measures to: 

1. Minimize the number of casualties that will 
result from the attack, including shelter, evacua- 
tion, stockpiling, special weapon defense, public 
information, training, and many others. 

2. Develop capability to provide mass casualty 
care, including education of the populace in first 
aid and self-care, organization of emergency health 
services, and stockpiling of resources and training. 

3. Develop capability of the community to or- 
ganize and institute efficient emergency health 
services, including re-establishment of preventive 
health controls, welfare and essential services. 

4. Develop mutual assistance plans with adjacent 
areas despite local or state boundaries in order that 
the most efficient management of available health 
resources can be realized. 

The community medical plan must include the 
following: 

Basic assumptions and estimates 

Possible courses of action 

The designation of responsibilities and actions of 
specified individuals 

The designation of alternates to key positions. 

The prototype local operational survival plans 
developed by many states provide excellent guides 
for anyone who is planning or participating in 
health mobilization activities. 

Within the frame of reference of these require- 
ments, the health operations plan must provide for 
and describe in some detail the situation for which 
it is developed and the support and resources that 
are available to implement the plan. 
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It should designate who is responsible for acti- 
vating the plan; how key personnel are to be noti- 
fied; where control points are located; and the spe- 
cific actions that are to be taken initially. 

Special professional instructions covering organ- 
ization of sub units, treatment procedures, use of 
medical and health supplies and equipment, and 
specific activities in respect to time and space must 
be provided. 

The community's plans must provide guidelines 
for evacuation, fire and rescue, radiation monitor- 
ing, special measures for CW and BW, preventive 
medicine, emergency sanitation, mortuary services, 
registration and the specific ways and means to be 
used to test the feasibility of these measures. 

In addition, the measures that are to be used to 
preserve or restore communications, supplies, and 
essential records must be described in detail. Final- 
ly, the methods to be used in providing the essential 
training to all personnel necessary to ensure suc- 
cessful operations in the event of disaster should 
be included in the plan. 

It is basic to any planning that we be guided by 
these principles: 

Simplicity 

Flexibility 

Wide distribution 

Frequent rehearsal. 

The problems of getting widespread participa- 
tion and sustained enthusiasm are difficult in this 
field. However, if we have clear-cut plans, utilize 
units already in being, and prescribe procedures 
which are simple, flexible, and widely known, all 
we need is rehearsal to make the proper transition 
from a paper plan to operational capability. 

In the actual situation, we must be prepared to 
find that the the ideal operation we have planned, 
rehearsed, and practiced is impossible, either in 
part or as a whole. Multiple attacks upon the 
country may necessitate reversion to a primitive 
situation after we have established organized health 
services. Radiation fallout may not follow our as- 
sumptions either in direction or extent. In spite of 
the best planning and training, panic among key 
personnel may require extensive changes in our 
plan of operation. Finally, the unexpected loss of 
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utilities, problems of sanitation, and restoration of 
services may frustrate or delay the implementation 
of organized health services. 

In spite of all the unpredictable possibilities, the 
community that has a plan and has taken the nec- 
essary steps to develop a capability of implement- 
ing the plan will find itself well prepared to adjust 
to varying conditions. Planning prepares us to 
make a wise alliance with circumstances. 

In short, the steps necessary to “get something 
done” in health mobilization will be essentially the 
same, regardless of the causative factors of the 
disaster and the actual situation that results. The 
successful operation of an emergency health service 
program depends upon these things: 

A sound plan of operation based upon a definite 
mission 

A civilian force-in-being, mission-oriented 

Aggressive leadership 

Efficient use of available supplies, equipment, 
and facilities 

Intensive training, operational practice and re- 
hearsal 

A response to certain basic requirements by the 
individual, such as provision of shelter, stockpiling 
essential supplies, and knowledge of survival prin- 
ciples. 

The road to operational capability and “getting 
something done” is long, rough, and fraught with 
many discouraging setbacks. We need constant 
assurance, motivation, and stimulation. The new- 
comer to the field usually starts out with marked 
enthusiasm, only to become discouraged at how 
difficult it is to get support, to demonstrate meas- 
urable progress, and to find something that “he can 
get his hands on.” 

In civil defense, we must do more than bring 
forth ideas. We must plan how to make the ideas 
effective and, more important, how to push the 
plans through to successful completion. This re- 
quires steady, sustained effort on the part of the 
entire community. 

There is a tendency to look for an easy way to 
bypass all the difficult, detailed work that is nec- 
essary to develop a real civil defense capability. 
Ella Wheeler Wilcox described this in one of her 
poems: “The fault of the age is a mad endeavor to 
leap to heights that were made to climb.” 

In health mobilization, we must base our opera- 
tional plans upon the resources that are actually 
available rather than wistfully planning what we 
would like to have to do the job in an ideal manner. 
By basing the plan upon what is actually on hand, 
we have the capability to go into operation immedi- 


JOURNAL A.O.A., VOL. 60, APRIL 1961 


ately if necessary. In the meantime, we can per- 
sist in our efforts to increase our capability by add- 
ing to our resources. 

Choosing the facts upon which to base our plans 
is not a matter of pecking like a chicken in a barn- 
yard, finding a fact here and there. We must be 
selective, and, when we look beyond the official 
guidelines provided by OCDM and our state civil 
defense offices, we must be careful to isolate what 
is essential and reliable from the opinion and fancy 
in which they may be embedded. 


Summary 


Health mobilization planning at all levels must em- 
phasize the most efficient management and utiliza- 
tion of resources in order to ensure the greatest 
amount of health services to the greatest number of 
people in the event of a civil defense disaster. It 
must accomplish this through the utilization of 
health services-in-being and must place primary 
emphasis upon the local community—the operating 
base. None of us have all the solutions to the total 
problem of thermonuclear war, but there are cer- 
tain key words which will guide us in seeking a way 
to improve the emergency health capability of our 
community: 
Find out the necessary facts. 
Survey the areas where improvement is needed. 
Make an inventory of the resources in people and 
materials. 
Explore means of arousing interest. 
Inform the public of every step. 
Provide opportunities for everyone to share in 
the planning and work. 
Build in health mobilization. 
Health mobilization planning requires us to an- 
alyze the present, then look ahead and appraise 
the worst that can happen in the future. We are 
then ready to take appropriate action. 
In working in this field, you may have to invent 
or make tools of progress or even wrestle along 
without them. Aristotle was an astronomer without 
a telescope, a biologist without a microscope, a 
chemist without a laboratory and yet, for several 
thousand years, his conception of natural phenome- 
na ruled science. 
An old maxim instructs us to “do the wisest thing 
if you know what it is, but anyway do something— 
the wisest thing you know.” If we direct our atten- 
tion to the operational survival plans of our states 
and communities and work within the organiza- 
tion they provide, we will all make significant con- 
tributions to the welfare of the country. 
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Successful removal of a large 


intrathoracic lipoma 


ALEXANDER PRICE, D.O.,* DAVID SILVER- 
MAN, D.O., J. HARRIS JOSEPH, D.O., and MAR- 
VIN L. ROSNER, D.O., Philadelphia, Pennsylvania 


From the earliest report of an intrathoracic lipoma 
by John Fothergill,! in 1781, to the most recent 
American article on this subject, in February 1960,? 
a total of only 74 cases has been reported in world 
literature. 

The purpose of this paper is twofold: first to re- 
port a case history of what is probably the largest 
intrathoracic lipoma ever removed successfully, with 
the patient fully recovered, and second, to make 
clinicians more aware of this entity. 

Too often patients with intrathoracic lipomas 
have been considered as having inoperable meta- 
static carcinoma. They have died of cardiorespira- 
tory complications when operation might have 
saved them. 

A significant number of these tumors have not 
been diagnosed while the patient was alive. Early 
reports in intrathoracic lipomas were based mainly 
on autopsy findings. However, since 1940, because 
of the advent of antibiotics and the decreased mor- 
tality from thoracic diseases, more intrathoracic 
lipomas have been diagnosed and removed success- 
fully than in all the previous years combined. 

Therefore, it is important that the diagnosis of a 
lipoma be definitive so that the necessary operation 
can be performed. 

Three theories of origin have been formulated for 
thoracic lipomas: 

1. These lipomas originate in the mediastinum or 
in the subpleural space and force their way through 
the intercostal or subpleural space. 

Dr. Price is Associate, Department of Internal Medicine; Dr. Silver- 
man is Attending Surgeon, Department of Surgery, and Chief, Divi- 
sion of General Surgery; Dr. Joseph is a staff member; and Dr. 


Rosner is Resident, Department of Internal Medicine, all of Metro- 
politan Hospital, Philadelphia. 
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2. The tumors arise outside the thoracic wall and 
penetrate the intercostal or subpleural space. 

3. These tumors are congenital in origin. 

In 1933 Heuer® reviewed all the cases of intra- 
thoracic lipoma up to that date. He divided these 
cases into three groups. His grouping has been gen- 
erally followed by those who have subsequently 
written on this subject. 

Group 1—An hourglass or dumbbell tumor. 
These lipomas are characterized as possessing two 
lipomas connected by a constricted portion or isth- 
mus. The constricted portion occupies a perforation 
in the thoracic wall, usually between the ribs. 

Group 2—Superior mediastinal lipomas, present- 
ing at the root of the neck. These apparently arise 
in the anterior superior mediastinum and extend 
upward. They are present as a visible, palpable 
tumor at the root of the neck, either directly above 
the manubrium or to one side of the suprasternal 
notch. 

Group 3—Intrathoracic lipoma. These lipomas 
are confined completely within the thorax. The in- 
trathoracic group is the most frequently reported 
and the most difficult to diagnose of these three 
groups. We shall confine most of our remaining dis- 
cussion to it. 


Historical background 


The largest intrathoracic lipoma ever reported 
measured 31 x 30 x 15 cm. and weighed 17 pounds, 
6 ounces. This was from an autopsy reported in 
1920 by R. S. Leopard.* 

In 1940 Heuer and Andrus® reviewed the 42 cases 
of mediastinal lipomas which had thus far been re- 
ported in the literature. Twenty-four of these be- 
longed to the intrathoracic group. Of these intra- 
thoracic lipomas, 16 were discovered at autopsy, 8 
were removed by thoracotomy, and 3 of these pa- 
tients died postoperatively. 

In 1944 Watson and Urban® reported the success- 
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ful removal of a 3,100-gram intrathoracic lipoma. It 
was, however, removed piecemeal. 

Williams and Parson,? who reviewed all of the 
cases of intrathoracic lipoma dated to 1957, re- 
ported their own case was the largest intrathoracic 
lipoma successfully removed in toto. It weighed 
2,920 grams and included a main mass and an ac- 
cessory portion. Of the six additional cases reported 
as of March 1960, none compared in size with the 
lipoma which we successfully removed. 

The lipoma in the case we are reporting was lo- 
cated in the left hemithorax. It completely filled the 
left thorax, displacing the heart and mediastinum 
to the right and causing the left lung to be com- 
pletely collapsed. The lipoma weighed 4,125 grams 
(approximately 9 pounds, 8 ounces) and measured 
34 x 25 x 10 cm. (Fig. 1). 


Diagnosis 


Symptoms may vary from absolutely none, as in the 
very small lipomas discovered on routine chest 
films, to those of marked cardiac and respiratory 
manifestations, as in our case. 

If symptoms are present, dyspnea is by far the 
commonest. The degree will vary with the size and 
location of the lipoma. Detailed history reveals a 
progressive, increasing dyspnea. This symptom may 
have been present for as long as 20 years prior to 
diagnosis. Chest pain, evidence of cyanosis, and 
paroxysmal coughing spells are also commonly 
noted complaints. Less frequent symptoms are 
hemoptysis, hoarseness, and edema of the upper or 
lower extremities. In the dumbbell or superior me- 
diastinal group, symptoms may be similar to the 
above with a palpable mass associated.9 

Sex, age, or race have no apparent significant 
meaning. The youngest patient reported as having 
a lipoma was a 6-month-old child. Our patient, a 
65-year-old woman, is the oldest to be reported. 

The roentgenogram may be the key diagnostic 
tool, or it can be very misleading. Some claim the 
x-ray shadow cast by a lipoma is characteristic; that 
is, the edges of the shadow cast by lipomas suggest 
transparency as compared with the dense central 
portion, while the shadow cast by a massive collec- 
tion of fluid shows no tendency to be transparent 
near the edges. However, Ten Eyck,? in the most 
recent article on this subject, reported that these 
“characteristic” findings were not evident in any of 
his three cases. He also noted that tomographs did 
not provide any helpful information. Most of them 
were reported as pleural effusion. 

Needle aspiration is usually the next diagnostic 
step. When passing a needle into a lipoma, the sen- 
sation is that of a buttery or boggy mass. Should 
the biopsy be reported as “fatty tissue” with roent- 
genographic suggestion of intrathoracic fluid, the 
diagnosis is practically confirmed for lipoma. In our 
case the pathology report of “fatty tissue” was con- 
sidered to be artifactitious. However, in retrospect, 
this was most significant. 

Tomography, fluoroscopy, pneumothorax, and 
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pneumoperitoneum are other procedures that have 
been utilized as aids to diagnosis.? We do not feel 
that they should be necessary. However, upper gas- 
trointestinal x-ray studies should be done when 
possible to rule out any herniation of subdiaphrag- 
matic viscera into the thorax. 

Exploratory thoracotomy should be used as a 
diagnostic aid, and it can be therapeutic as well if 
a lipoma is found. 

Many have commented that when one encounters 
a patient with x-ray findings suggestive of a meta- 
static lung process, who has a relatively long history 
of chest symptoms and who appears to be in rela- 
tively good health for the x-ray picture that is 
found, one should be suspicious of a possible be- 
nign intrathoracic lipoma. 


Medical and surgical aspects 


The surgical approach to this lesion is rather rou- 
tine. An orthodox thoracotomy is performed. Since 
these patients frequently have decreased respira- 
tory reserve, an anterior thoracic approach with the 
patient in the supine position would be preferable. 
Of course, endotracheal intubation is essential, 
since frequently a collapsed lung is found and 
forceful re-expansion of the lung is necessary. 

Usually the fatty nature of the tumor can be 
easily identified. Most often the mass is encapsu- 
lated in a membranelike covering, and has a small 
stalk at its origin. The more frequent sites of origin 
are from the pericardium (as it was in our case) 
and the mediastinum, or the diaphragm. Minimal 
adhesions, vascularity, and a small pedicle attach- 
ment are usual findings. 

It is important that the lipoma be completely re- 
moved. Regrowth may occur and require subse- 
quent re-exploration.!° One case of re-exploration 
due to the presence of an unremoved portion of the 
lipoma has been reported in the literature. 

Because of the nature of the lesion, even the 
largest lipomas can be removed with simple rib 
retraction and possible fracture, but without rib re- 
section. With the larger, long-standing tumors, one 
must be aware of compensatory intrathoracic car- 
diorespiratory dynamics which have developed 
over the years. Sudden removal of these tumors is 
often associated with hypotension of immediate and 
short duration, or of a delayed and longer dura- 
tion.5 

The usual antishock measures will suffice, but 
may have to be maintained for longer than the 
usual postoperative period. If the lung is found to 
be collapsed at the time of operation, forceful re- 
expansion by the anesthesiologist is desirable. De- 
cortication might be necessary. A completely col- 
lapsed lung may re-expand 40 to 50 per cent 
immediately at the table, but a year might be re- 
quired for complete re-expansion. 

Since serious drainage is a common postopera- 
tive complication, a thoracic catheter should always 
be inserted and attached to dependent underwater 
drainage, prior to closure. This should be main- 
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Fig. |. Large lipoma removed in toto at surgery. The tumor 
weighed 4,125 grams and measured 34 x 25 x 10 cm. It is 
shown cut in half in this photograph. 


tained in place for a period of from 7 to 10 days 
postoperatively. After this period the catheter blocks 
and is not too useful. Periodic thoracenteses might 
then be necessary for loculated fluid areas,5 al- 
though most small amounts of fluid are reabsorbed 
in 8 to 12 weeks. Chest films are used for follow-up 
purposes. 

Other than the points mentioned, the postopera- 
tive management is the same as for any thoracot- 
omy. 

The following is a case report of a patient on the 
combined medical-surgical service at Metropolitan 
Hospital. 


Case report 


A 65-year-old white woman of Polish extraction was 
admitted to Metropolitan Hospital for the first time 
January 22, 1960, complaining of shortness of 
breath and weakness of the legs. The history ob- 


Fig. 2. This roentgenogram, taken January 22, 1960, was a pre- 
operative film. It shows the absence of an air-bearing lung 
within the left hemithorax, the cardiac shadow within the right 
hemithorax, and a marked shift of mediastinum to the right. 
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tained from the patient had to be augmented by 
the family who acted as interpreters, since the pa- 
tient spoke only Polish. The weakness of the legs 
dated back to 1942 when, while hospitalized at an- 
other institution, the diagnosis of a pyramidal tract 
disorder was established as the cause of the weak- 
ness. There were no findings referable to the chest 
or the respiratory system at that time. 

On this present admission, it was noted that the 
respiratory function was limited to the extent that 
the patient became dyspneic while talking and had 
to sleep in a high Fowler's position. The gastroin- 
testinal history was notable for a complaint of 
epigastric pain, associated with nausea and relieved 
by vomiting. The onset of this complaint was 5 
months prior to this admission. 

Physical examination revealed a well-nourished 
aged female who did not appear to be chronically 
or acutely ill at the time of admission. The ears, 
nose, throat, eyes, and eyegrounds were not re- 
markable. The trachea was deviated to the right. 
The usual lymphatic stations were negative for 
adenopathy. 

There was a prominence of the left hemithorax 
in contrast to the right. The entire left hemithorax 
was flat to percussion, which did not shift with 
change of position. The breath sounds were absent 
over the left hemithorax, and there was a compen- 
satory increase of those over the right. Tactile and 
vocal fremitus were also absent over the left hemi- 
thorax. The cardiac impulse was palpable over the 
fifth interspace in the midclavicular line on the 
right side of the chest; auscultation of the heart 
was also limited to the right side, since no heart 
sounds were audible over the left. Respirations 
were abdominal in character. Hepatomegaly and 
tenderness of the right upper abdominal quadrant 
were noted, in addition to shifting dullness in the 
flanks, suggestive of ascites. 

Gynecologic and rectal findings were within nor- 
mal limits. The deep tendon reflexes were bilater- 
ally equal and active. No pathologic thumb or toe 
signs were elicited. Weakness of lower extremities 
was evident. 

Admission laboratory work was within normal 
limits and included the following: fasting blood 
sugar, blood-urea nitrogen, urinalysis, serology, al- 
kaline phosphatase, and sputum test for acid-fast 
bacillus. A purified-protein derivative test was neg- 
ative. 

Roentgenographic studies of the upper gastroin- 
testinal tract were not remarkable. A complete chest 
examination revealed that the mediastinum was 
markedly displaced to the right, there was no air- 
bearing lung within the left thorax, and the cardiac 
silhouette was shifted to the right thorax (Fig. 2). 

The findings were thought to be those of a mas- 
sive pleural effusion. On the second day, a thora- 
centesis was attempted but was unsuccessful. On 
the third day, the patient became markedly dysp- 
neic and began to have expiratory wheezing. The 
respiratory rate became 32 per minute, labored and 


abdominal in character. She became lethargic and 
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Fig. 3. This is a portable roentgenogram taken February 4, 
1960, the first postoperative day. Fifty per cent expansion of 
the left lung and a decrease of mediastinal shift to the right are 
shown. 


her clinical course began to decline. Aggressive 
medical therapy was started but only moderate re- 
sults were obtained with digitalization, antibiotics, 
and aminophyllin. 

On the sixth day, roentgenograms revealed per- 
sistent atelectasis of the left lung and an increase 
of the mediastinal shift to the right. Another thora- 
centesis was attempted, and pleural biopsy was 
performed with tissue specimens sent to the labora- 
tory for study. The tissue was reported as small 
clumps of fat, inadequate for diagnosis by the pa- 
thologist. 

The patient’s status did not improve and, on the 
eighth day, an exploratory thoracotomy was done. 
A massive lipoma was found occupying the entire 
left hemithorax and causing complete collapse of 
the left lung. The mass was encapsulated, and the 


Fig. 4. Another portable roentgenogram taken February 12, 
1960, the eleventh postoperative day. There is free pleural fluid 
up to the level of the third rib on the anterior side and the 
seventh rib on the posterior side. 
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stalk originated from the pericardium. The tumor 
weighed 9 pounds, 8 ounces, and measured 34 x 25 
x 10 cm. 

The postoperative course was stormy. Levophed, 
massive doses of corticosteroids, and blood replace- 
ment were necessary to sustain the patient during 
the 72 hours postoperatively. On the first postopera- 
tive day, a portable x-ray revealed 50 per cent 
expansion of the left lung and decrease of medi- 
astinal shift to the right (Fig. 3). 

An x-ray on the third postoperative day demon- 
strated a pleural effusion on the left at the level of 
the fourth interspace on the anterior side, and a 
decrease of pulmonary aeration as compared to the 
first postoperative day. However, the patient's clini- 
cal status improved; corticosteroids were gradually 
decreased, and Levophed was no longer necessary 
to maintain an adequate blood pressure after 72 


Fig. 5. This roentgenogram was taken at the time of the pa- 
tient's discharge, on April 26, 1960, the eighty-fourth postopera- 
tive day. Improved ventilation is shown; there are also air-fluid 
filled cysts in the left upper lung field. 


hours. The thoracic catheter was removed on the 
tenth postoperative day (Fig. 4). 

Multiple air-fluid levels were visualized roent- 
genographically in the upper left lung field on the 
twenty-fourth postoperative day. By the thirtieth 
postoperative day, the heart and mediastinum had 
shifted back to the right. 

During the postoperative period, large sacral 
decubitus ulcers and Levophed sloughs of the lower 
extremities developed; these required debridement 
and skin grafting. 

On the eighty-sixth postoperative day, the patient 
was discharged in an improved condition with no 
dyspnea and with well-aerated lungs (Fig. 5). 


Summary. 


The world literature on the subject of intrathoracic 
lipomas has been briefly reviewed. A case report 
of what is probably the largest successfully re- 
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moved intrathoracic lipoma has been reported. This 
same patient is also the oldest patient reported as 
having an intrathoracic lipoma. 

The treatment of choice of intrathoracic lipoma 
is complete surgical removal. A stormy postopera- 
tive course should be anticipated and a combined 
effort by the medical and surgical staffs is prefer- 
able. 

In the absence of a tissue diagnosis of cancer, no 
patient with an intrathoracic mass should be con- 
sidered hopeless. A benign intrathoracic lipoma 
may be found upon exploration and a normal life 
expectancy may follow. A tissue diagnosis of fat on 
a specimen from an attempted pleural biopsy 
should not be ignored; rather, suspicion of an in- 
trathoracic lipoma should be increased. A high in- 
dex of suspicion will prevent the clinician from 
overlooking the diagnosis. 
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Evaluation of primary closure 
of the bladder 


with suprapubic prostatectomy 


ROBERT J. SHERMAN, D.O.,* Allentown, Penn- 
sylvania 


Primary closure of the bladder with suprapubic 
prostatectomy is not new. It has been advocated for 
many years. Hryntschak! inaugurated complete 
primary closure of the bladder in 1929. Harris? 
stated that performing primary closure with supra- 
pubic prostatectomy has brought this operation into 
line with modern surgical procedures. Nevertheless, 
Submitted to the faculty of the Philadelphia College of Osteopathy in 
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*Address, 2117 Fairview St. 


638 


many surgeons continue to feel that suprapubic 
drainage is necessary and unavoidable. 

Primary bladder closure offers the patient an 
earlier return to normal bladder function. Since 
there is no diversion of urinary drainage, complete 
healing of the bladder is more rapid. The urethral 
catheter can usually be removed at an earlier date 
and normal bladder function resumed immediately 
after catheter removal. This leads to a reduction in 
the number of hospital days required postopera- 
tively. 

Many advocates of primary bladder closure feel 
that it provides more comfort to the patient dur- 
ing the postoperative recovery period. Frequent 
changes of “messy” dressings are eliminated. Also, 
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there is no suprapubic tube upon which much post- 
operative bladder irritation and spasm have been 
blamed. 

Supporters of the use of suprapubic drainage 
claim that unless such a drainage tube is used after 
prostatectomy there is a great possibility of back 
pressure upon the ureters, which may result in 
ascending infection and pyelonephritis. Cope, dis- 
cussing a paper by Reagan, Taylor, and Higgs,* 
states that the use of suprapubic drain is neces- 
sary to serve as a safety valve and to prevent later 
complications in wound healing and fistula forma- 
tion. Such a tube keeps the bladder decompressed, 
he says, and protects the suture line until the tissues 
have had time to seal themselves. 

O’Conor* claims that with postoperative supra- 
pubic drainage convalescence is not materially pro- 
longed, and a persistent fistula is no more likely to 
form than when a breakdown occurs with primary 
closure where bleeding has caused extravesical ac- 
cumulation of blood and urine. It has also been 
stated that by using a suprapubic drain, less me- 
ticulous care and attention need be given to com- 
plete hemostasis; this will result in shortened oper- 
ating time, which would proportionately lower the 
mortality rate. 

A series of 142 cases of patients having primary 
closure of the bladder with one-stage suprapubic 
prostatectomy, performed at the Hospitals of the 
Philadelphia College of Osteopathy, was studied for 
evaluation of this procedure. These cases do not 
represent a consecutive series, since we have con- 
tinued to use transurethral resection for small 
glands and malignant glands with extension; radi- 
cal perineal and retropubic prostatectomy for the 
operable malignant gland; and an occasional two- 
stage prostatectomy in cases complicated by uremia 
and extensive infection. During the time that these 
cases were being accumulated, there were three in- 
stances in which the fossa was packed with plain 
gauze and a Freyer tube was inserted, when the 
attending surgeon felt that hemorrhage was not 
satisfactorily controlled. A primary closure of the 
bladder was not performed in these three cases, 
and they are not included in this series. 


Operative technic 


The operative procedure used in this series closely 
resembles the technic of blind suprapubic pros- 
tatectomy described by Weyrauch.> However, in 
these cases, primary bladder closure was performed, 
while Weyrauch recommends cystostomy drainage 
in all cases of blind suprapubic prostatectomy. 

The operative procedure is not complicated; it 
follows basic suprapublic prostatectomy technic 
with slight modifications for purposes of safety and 
convenience. 

The patient is placed in a supine position on the 
operating table. The operative site and associated 
areas are prepared with sterile antiseptic solutions. 
The patient is draped prior to inserting a sterile 
Foley-Alcock catheter into the bladder. (The Foley- 


JOURNAL A.O.A., VOL. 60, APRIL 1961 


Alcock catheter is a triple-stemmed catheter with 
separate lumens for instillation, drainage, and bal- 
loon inflation. ) 

The bladder is distended with 200 to 300 ml. of 
sterile saline solution, and the catheter is clamped. 
The catheter is left in place within the bladder, to 
later serve as a guide to the prostatic urethra for 
enucleation. 

A low midline incision is made and extended 
down to the anterior rectus sheath. The sheath is 
incised by scalpel and divided by scissors. The 
caudad extremity of the incision is extended to the 
area above the pubis. The rectus muscles are sepa- 
rated by blunt dissection, utilizing the index fingers 
of both hands. In extending the incision to its in- 
ferior extremity, some of the fibers of the pyram- 
idalis muscle are sometimes separated. The rectus 
muscles are retracted laterally. 

The bladder is exposed by stripping the peri- 
toneum and transversalis fascia backward and up- 
ward, using the index finger covered with moist 
gauze. After the dome of the bladder has been 
satisfactorily exposed, an area of the bladder wall 
is selected for cystotomy and grasped with Allis 
clamps. An initial incision is made down to the 
mucosa, and the clamps are reapplied along the 
lateral margins of the incision. The point of the 
scalpel is then inserted through the remaining mu- 
cosal layer, into the bladder cavity, and bladder 
contents are aspirated by a suction apparatus. 

Cotton stay sutures are placed along the lateral 
and inferior margins of the cystotomy incision to 
help immobilize the bladder. The previously in- 
serted catheter is drawn up through the cystotomy 
incision. A length of linen suture (of contrasting 
color to the previously mentioned stay sutures) is 
placed through the eye of the catheter, and the 
catheter is taken out of the field of vision by draw- 
ing it back into the posterior urethra. This linen 
suture serves as a guide to the prostatic urethra for 
enucleation. 

Adequate retractors are placed within the blad- 
der, and gross examination of the bladder, prostate, 
and associated structures is carried out. 

Prior to enucleation of the gland, the patient is 
usually placed in a moderate Trendelenburg posi- 
tion to permit more room in the bladder, since the 
abdominal viscera are thus directed upward and 
awav from the pelvis. 

All clamps and retractors are cleared oom the 
operative area. The index finger of the operating 
hand is inserted into the bladder. The index finger 
of the other hand is inserted into the rectum to 
elevate the prostate gland. This hand is protected 
by a sterile, second rubber glove, and the arm is 
protected by a sterile sleeve. The tip of the index 
finger of the operating hand is forced anteriorly 
through the mucosa, a plane of cleavage is devel- 
oped, and the tip of the enucleating finger is ex- 
tended laterally to separate the adenoma from the 
capsule. The enucleation is extended by sweeping 
the index finger in a circular fashion, along the 


margin of the capsule. After the lateral lobes are 
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freed, the enucleation is extended to include the 
posterior commissure and middle lobe. When the 
adenoma has been freed and removed, the pros- 
tatic fossa and bladder are cleared of all blood 
clots. 

If bleeding is excessive, the prostatic fossa may 
be temporarily packed with moist hot gauze 
sponges, and time is taken to allow the capsule to 
contract and thus aid hemostasis. The vessels are 
not secured by sutures in this procedure. When 
bleeding is controlled, the fossa is examined to be 
sure that all tissue is removed and no irregular tags 
are left behind. The catheter is withdrawn into the 
bladder, and a cuff of Oxycel gauze is drawn over 
the inflatable portion of the catheter so that it will 
take up a position between the vesical neck and 
inflated balloon. If desired the Oxycel gauze can be 
moistened by a hemostatic agent such as topical 
thrombin. If bleeding is excessive, additional Oxy- 
cel gauze may be used to pack the prostatic fossa. 
The catheter balloon is inflated to a sufficient de- 
gree to prevent sliding into the fossa, and placed in 
position against the vesical neck. Moderate traction 
may be applied. A continuous normal saline drip 
irrigation is started prior to closure of the bladder. 
Sterile venoclysis tubing is used to connect the 
saline bottle to the instillation port of the Foley- 
Alcock catheter. 

The bladder is closed by a two- or three-layer 
closure. The first layer of closure consists of a 
continuous running interlocking suture of no. 00 
chromic catgut. This layer is carried through the 
deep muscular layer of the bladder. Mucosa is not 
included in this closure. The second layer is an in- 
verting type suture of no. 00 chromic catgut that 
is placed through the muscular layer and bladder 
serosa in a continuous interlocking manner. The 
third layer, when used, is similar to the second 
layer of closure. A corrugated rubber or Penrose 
drain is placed in the prevesical space. The fascia 
is closed with a continuous running interlocking 
suture of no. 0 chromic catgut. The skin and sub- 
cutaneous tissue are closed with a layer of inter- 
rupted vertical mattress sutures of no. 00 nylon or 


Primary bladder closure offers the 
patient an earlier return to 
normal bladder function. Since there is 
no diversion of urinary drainage, 
complete healing of the bladder is more 
rapid. The urethral catheter can usually 
be removed at an earlier date 


a continuous running interlocking sutyre of the 
same material. A sterile dressing is applied after the 
wound is again cleansed with a sterile antiseptic 
solution. 


Study of results 


The average age of patients subjected to this 
procedure was 69; the youngest was 50 and the 
oldest was 86 years of age. 

In 36 per cent of cases, an associated procedure 
was performed with the prostatectomy. A bilateral 
vasectomy was done in 23 per cent of the patients. 
In those patients undergoing prostatectomy alone, 
the average operating time was 47 minutes. 

There were five deaths following this procedure, 
a mortality rate of 3.5 per cent. One patient, aged 
84, died on the fifth postoperative day of congestive 
failure. Another, aged 75, died on the seventh post- 
operative day of arteriosclerotic heart disease. A 
third, aged 66, died on the first postoperative day of 
acute coronary occlusion. A fourth, aged 81, died 
on the third postoperative day of cardiovascular 
collapse. The fifth, aged 62, died 20 hours after 
operation, of multiple pulmonary emboli. 

Only one patient had to be returned to the oper- 
ating room because bleeding was not satisfactorily 
controlled at operation. Five patients developed 
bleeding and urinary retention on the seventh or 
eighth postoperative day, necessitating evacuation 
of blood and clots. No record was kept of patients 
who might have developed postprostatectomy 
bleeding after discharge from the hospital. 

Eight patients failed to void after the catheter 
was removed, necessitating reinsertion of a urethral 
catheter. Two patients developed suprapubic fistu- 
las, neither being permanent but both requiring 
prolonged hospital stays. 

Two patients had poor urinary control and two 
had moderate incontinence on discharge from the 
hospital. Only one patient had permanent, mild 
urinary incontinence. 

In 60 per cent of cases, the urethral catheter was 
removed between the first and fifth postoperative 
days. The catheter was removed on the sixth and 
seventh days in 26 per cent of cases. In the re- 
maining 14 per cent the catheter was removed after 
the seventh postoperative day. The average time of 
catheter removal was the fifth postoperative day. 


Special problems and technics 


The blood loss with this procedure was minimal. 
Ten patients required a blood transfusion at the 
time of operation. Seventeen patients required 
blood in the postoperative period, and blood trans- 
fusions were used in the preoperative preparation 
in two cases. 

To aid in the contro] of bleeding from the pros- 
tatic fossa, Oxycel gauze was used. The applica- 
tion, in 100 cases, was in the form of an Oxycel 
gauze cuff placed between the urethral catheter 
balloon and the vesical neck. Topical thrombin was 


TABLE I—DAY OF CATHETER REMOVAL 


Postoperative day No. cases 
1 
2 3 
3 19 
4 29 
5 33 
6 20 
7 18 
8 
9 4 
10 2 
1l 1 
12 1 
Patient died before 4 
catheter was removed 
142 


usually used to moisten the gauze prior to placing 
it in position. In 37 cases, Oxycel gauze was cut 
into strips and packed within the prostatic fossa. 
Again, the urethral catheter balloon was drawn 
firmly against the packing in order that the fossa 
would be closed off, and bleeding was greatly cur- 
tailed. Both the Oxycel gauze cuff and packing of 
the fossa with Oxycel gauze strips were used in 5 
cases. 

The use of Oxycel, Gelfoam, or other absorbable 
hemostatic agents as an adjunct in the control of 
bleeding from the prostatic fossa has not met with 
complete satisfaction. The principal objection to 
their use is the difficulty of having the material 
fail to disintegrate and thereby making it necessary 
to remove unabsorbed particles of the material by 
means of the cystoscope. Pieces of Oxycel or Gel- 
foam that have failed to disintegrate completely 
have also been noted to serve as a nidus for delayed 
stone formation.4 

In 74 per cent of the cases, traction was applied 
to the catheter balloon. This was begun immedi- 
ately after adjusting the position of the balloon 
within the bladder. Care was taken to place the 
catheter in a position where the end would be 
directed upward toward the dome, and not against 
the posterior wall or floor, in order that bladder 
discomfort and spasm would be diminished. 

Traction was maintained by connecting the cath- 
eter, by means of umbilical tape, to adhesive strap- 
pings on the patient’s thigh. Occasional difficulty 
was experienced with this method when the amount 
of tension was sometimes altered by movement of 
the patient’s leg. The use of mild to moderate trac- 
tion, when used, was limited to 4 to 6 hours’ dura- 
tion. 

Many surgeons feel that catheter traction should 
be avoided, because of the possibility of pressure 
against the external urinary sphincter if the balloon 
should slip into the prostatic fossa. This complica- 
tion, if prolonged, could lead to ischemic necrosis 
of the muscle and urinary incontinence.5 

An increase in bladder spasms and a “bearing- 
down” sensation, experienced by the patient imme- 
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diately after operation, have often been attributed 
to catheter balloon traction. We have found it best 
to deal with this situation by keeping the patient 
well sedated for the first 12 hours postoperatively, 
after we are sure that the condition has not been 
caused by catheter blockage or accumulation of 
clots in the bladder. 

If balloon traction is used, it is important that no 
tears or perforations of the prostatic fossa are pres- 
ent. The presence of such a situation will not only 
result in failure to control bleeding, but will lead to 
extravasation of blood into periprostatic areas.5 

In 87 per cent of cases, a continuous closed sys- 
tem of saline drip irrigation was instituted imme- 
diately after the catheter. balloon was placed in 
position, before closure of the bladder. This avoided 
a delay that previously occurred when irrigation 
was initiated in the recovery room. 

Careful nursing care is important with a con- 
tinuous closed system of irrigation, to see that con- 
tinuity is carried out and to observe any obstruction 
of the irrigation system. 

Harris? feels that periodic manual irrigation is 
superior to a continuous closed system of irrigation 
and states that routine lavage of the bladder pro- 
longs or may initiate bleeding by opening vessels 
that may have become sealed off. It is difficult to 
conceive how a continuous, slow, steady irrigation 
would initiate or prolong bleeding, when periodic 
manual flushing with a piston-type syringe would 
not disturb clot formation. Also, a closed method of 
bladder irrigation is less likely to introduce con- 
tamination and infection. 

The discontinuation of irrigation and eventual 
removal of the urethral catheter in all cases are de- 
termined by the appearance of the bladder drain- 
age. The irrigation is usually discontinued when the 
drainage is clear, and the catheter removed one day 
after discontinuation of irrigation. 

In this procedure of prostatectomy, the vessels 
are not secured by suture, nor are sutures placed 
in the vesical neck and capsule of the prostate. 
Nevertheless, primary closure of the bladder is per- 
formed. A wedge resection of a portion of the vesi- 


Many advocates of primary bladder 
closure feel that it provides more comfort 
to the patient during the 
postoperative recovery period. Frequent 
changes of “messy” dressings are 
eliminated. Also, there is no suprapubic 
tube to cause bladder irritation and spasm 
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cal neck is not a routine maneuver in this operation. 
Primary closure is also not restricted when asso- 
ciated procedures such as removal of vesical calculi, 
diverticulectomy, and segmental resection of the 
bladder are performed at the time of prostatectomy. 

In 116 cases the bladder was closed with two 
layers, using two continuous interlocking no. 00 
chromic catgut sutures. A watertight closure is pro- 
vided, and no suture is intentionally placed through 
the mucosa of the bladder. In the remaining 26 
cases a three-layer closure was used. No appreci- 
able difference in results was noted in relation to 
a two-layer or three-layer bladder closure, although 
it has been claimed by some urologists that the 
additional layer will further diminish bladder ca- 
pacity. 

The average date of discharge following supra- 
pubic prostatectomy with primary closure of the 
bladder was between the tenth and eleventh post- 
operative days. Between the sixth and tenth post- 
operative days 61.6 per cent of patients were dis- 
charged. Between the eleventh and fifteenth days 
31.1 per cent were discharged, and the remaining 
7.3 per cent were discharged after the fifteenth day. 
A prolonged hospital stay, after the fifteenth post- 
operative day, was usually due to complications of 
long duration. 


Comment 


In concluding the evaluation, it must be conceded 
that when primary closure is properly executed, 
bladder healing is more complete and more rapid. 
With primary closure, there is no need for secondary 
healing of a bladder fistula created by a suprapubic 
drainage tube. Surgeons who claim that the hospital 
stay is not appreciably prolonged by using a supra- 
pubic drain of small caliber are forgetting the pur- 
pose of suprapubic drainage, which is to provide 
an adequate lumen for drainage and evacuation of 
clots. A small-caliber drainage tube defeats this 
purpose. 

The two factors of utmost importance in primary 
bladder closure are satisfactory hemostasis and ade- 
quate drainage. It must be realized that by using a 
two-way catheter the drainage lumen is naturally 
diminished; therefore, to facilitate satisfactory 
drainage and prevent obstruction, it is recom- 
mended that continuous irrigation be used and that 
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it be initiated at the time of operation, not delayed 
until the patient is in the recovery room. 

As a concluding criticism, it is important to real- 
ize that the cases evaluated included many patients 
with prostate glands of exceedingly large size. 
However, because many of these glands were not 
weighed following removal, a complete survey of 
gland weight could not be compiled. Therefore, the 
size of the prostate glands enucleated by this oper- 
ative technic could not be clearly demonstrated. 


Summary 


In this study, 145 cases of one-stage suprapubic 
prostatectomy were reviewed. Primary closure of 
the bladder was carried out in 142 cases. The re- 
sults of the 142 cases were accumulated and evalu- 
ated. This study included a review of operative 
technic, hemostatic agents, and a system of bladder 
irrigation and drainage. 


My appreciation is extended to members of the 
Department of Urology of the Hospitals of Phila- 
delphia Collego of Osteopathy for allowing me to 
review their private cases in order that this evalua- 
tion could be made possible. 
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Office treatment of depression 


with special reference 


to a new antidepressant 


IRWIN ROTHMAN, V.M.D., D.O.,* Philadelphia, 
Pennsylvania 


Depression is an underlying factor in a vast variety 
of man’s sicknesses. It has been variously estimated 
that 50 to 75 per cent of all patients seen by the 
specialist and the general practitioner present sym- 
toms predominantly of emotional origin.’ True 
depressions or subtly disguised depression equiva- 
lents are found in more than half of these.” 

In the earlier stages of depression, anxiety and 
tension may be expressed in a great variety of 
hypochondriacal complaints, or by way of the 
autonomic nervous system as actual psychosomatic 
diseases which can be readily diagnosed, thus ob- 
scuring a search for the underlying emotional prob- 
lem.” “The sorrow which has no vent in tears may 
make any organ weep.”° If the patient suffering 
from depression came to the doctor with complaints 
of advanced depression, there would be no prob- 
lem in reaching a diagnosis; but depressed persons 
may complain of an infinite variety of physical sym- 
toms as well as of depressed emotions. Bennett® 
reported 150 cases upon whom 740 medical or sur- 
gical procedures had been carried out. Eventually, 
these 150 patients were recognized to have various 
psychiatric disorders. More than half (85) had 
depressions. 


Etiology and psychodynamics of depression 


Where there is depression, the patient has suffered 
a loss—physical, emotional, erotic, egotistic, or mon- 
etary—and is not disposed to or capable of attempt- 
ing to restore that loss.‘ The patient reacts with 
frustrated rage turned inward. Physical symptoms 
form a stable defense because they justify failure 
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and offer an acceptable excuse for dependency. 
The patient cannot express rage and dependency 
feelings outwardly, and more often cannot even 
admit to himself that they exist. He is blinded to 
his true feelings because they have some connec- 
tion with some person or persons, living or dead, 
toward whom the patient feels a strong depend- 
ency, fear, overdevotion, or an admixture of these. 
His inability to reconcile and simultaneously rec- 
ognize love and hate is a potent source of the 
anxiety, tension, and agitation seen in the initial 
stages of the depression. 

A brief psychoanalytic formulation of the dy- 
namics considers depression as an exaggeration of 
“normal” mourning, a reaction to loss of an object 
ambivalently introjected. There are frustrated oral 
wishes of an oral receptive and oral aggressive 
nature. 


Symptoms of depression 


There are some physical symptoms of depression 
which may be overlooked. Very common are gas- 
trointestinal symptoms, such as “gnawing stomach 
pains,” “empty” or “hollow” stomach feelings, in- 
digestion of various types, and constipation. Over- 
eating and obesity are frequently associated with 
early or with hidden depression. Frequently, in 
many patients, as depression and frustration be- 
come more overt, anorexia and weight loss become 
a problem. Anemia is frequently present at this 
time. Complaints of fatigue, worse in the morning, 
diminished sex drive, and weakness are frequent, 
as are complaints of tension in the head and back 
of neck and in body musculature. Huddled posture, 
accentuation of wrinkles in the face, and pain in 
almost any organ are possible. 

Sleep disturbances are usually present. At first, 
there is a tendency to withdraw into sleep. As de- 
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pression increases in severity, sleep becomes more 
difficult, probably because the patient is overcom- 
pensating for his lethargy and cannot relax. Dif_i- 
culty in falling asleep and early awakening are then 
frequently present. 

Possibly somewhat supporting the idea of the 
diversity of physical complaints, which may have 
depression as an underlying mechanism, and at 
least of interest in passing, are some recent reports 
on the use of phenelzine,t which has been remark- 
ably successful in rheumatoid arthritis,7° psoria- 
and controlling the pain of angina.1°!? In 
addition, a preliminary report (March 1960)® indi- 
cates improvement in 62 per cent of a group of 
patients with varying psychosomatic and psycho- 
physiologic disorders when phenelzine was used. 


Chemotherapy 


In general, the tranquilizing drugs are of little 
value in depression except when there is agitation. 
Even in these cases, unless carefully managed, the 
depression is aggravated. For example, mepro- 
bamate, when given in sufficient doses to control 
the severe agitation, has usually aggravated the 
depression. Until recently, there has been little of 
real chemotherapeutic value for depression, a syn- 
drome which has four to five times more common 
occurrence clinically than the overexcitation in 
which the tranquilizers have been successful. 
Among the central nervous system stimulants, the 
amphetamine group is most familiar. They have 
some real value as adjuncts, but the energy def- 
icits they create must soon be restored, or com- 
plications in the patient’s condition ensue. Of the 
group of antidepressants now available and de- 
scribed usually under the heading of monoamino- 
oxidase inhibitors, I have been most in agreement 
with reports 7-13.14 that phenelzine (Nardil) demon- 
strated a “high therapeutic index, low toxicity ratio, 
fast therapeutic gradient, and excellent predict- 
ability” (Sainz’). 

In my “balanced total push” program on 50 am- 
bulatory patients, only 1 patient was considered a 
complete therapeutic failure and required con- 
finement in a state mental hospital. In 7 cases 
improvement was slight and left much to be de- 
sired, but change was definitely observable to the 
family physician or the therapist. Twenty-six 
showed much more marked relief of symptoms 
and were classified as having a good response, and 
16 showed an excellent response. 

The patients acted as their own controls; that is, 
many of them (20) had had electroconvulsive thera- 
py or a number of other treatments for similar 
depressions in the past, or in their present illness 
their conditions had already been refractory to a 
trial of various medications and measures pre- 
scribed by their family physicians, by other psy- 
chiatrists, or by me. In most patients of this series 
the previously prescribed treatments in their pres- 


*+Supplied for this study as Nardil by Warner-Chilcott Laboratories, 
Morris Piains, New Jersey. 
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ent illness were not working adequately in cneck- 
ing the progress of the depression, or for some 
other reason the condition was not improving. 
Eight of the 20 patients previously given electro- 
convulsive treatment had had such treatment fairly 
recently by my prescription but were relapsing. 
Phenelzine and the balanced total push program 
were able to relieve 7 out of these 8 patients. Pa- 
tients acted as their own controls in that it was 
observed that premature lowering of dosage or 
withdrawal of phenelzine resulted in an increase 
of depression symptoms in a number of cases in 
the course of therapy. 

Since much of the judgment of improvement in 
depression is necessarily patient-introspective, with 
only a few objective possibilities for the therapist 
to observe such as weight gain, the validity of such 
data may seem questionable. A designed experi- 
ment carried out in Acheson’s laboratory by a 
large group (Gottschalk and associates’) confirmed 
some other work by Beecher!®17 that such intro- 
spective data are valid and reliable scientifically in 
psychopharmacology. 


Dosage e The most frequent starting dosage of 
phenelzine was 30 mg. after supper and 30 mg. 
at bedtime, or one tablet after breakfast and lunch 
and two at bedtime with a change to the supper 
and bedtime routine if any hypotensive side effects 
were incipient. Most patients at the start of therapy 
were observed each week, and they usually im- 
proved on four tablets daily. If there was no im- 
provement after one or two weeks, an increase to 
five tablets (75 mg.) daily was considered. The dose 
was raised to six tablets after 1 week in difficult 
cases (rarely) or after 2 to 5 weeks in patients 
who were not responding. 

Sainz? advocates 60 mg. twice daily (eight 
tablets a day) as a last desperate trial in the third 
week if there has been no response. In this series 
such a large dose was found desirable and neces- 
sary in only one case, that of a patient complaining 
of severe generalized arthritis, muscular aches and 
“soreness,” low-back pain, anorexia, various gastro- 
intestinal complaints, and a multitude of other 
physical symptoms. It was felt that his diagnosis 
was disguised psychotic depression and cerebral 
arteriosclerosis. This 54-year-old man had had sev- 
eral neurosurgical procedures, including one for 
carotid insufficiency, and had cardiovascular dis- 
ease. He appeared to be a doubtful risk for elec- 
troconvulsive therapy, and the previous year a 
neurosurgeon had recommended lobotomy for him. 
He was kept on eight tablets a day for 2 weeks 
with remarkable improvement and is now being 
maintained on four tablets a day. 

High dosage was considered in two other diffi- 
cult cases in the series. One, a registered narcotics 
addict, improved on four tablets a day but un- 
fortunately stopped treatment with me. It was felt 
that larger doses might eventually have removed 
all addiction, with the aid of other withdrawal 
measures. Another patient, a former narcotics ad- 


dict who is now severely addicted to barbiturates, 
showed marked improvement on four tablets a 
day as a maintenance dose, but because of con- 
comitant vascular disease, including a prior am- 
putation for Buerger’s disease, marked increase of 
dosage beyond this point is debatable. There are 
unpublished reports! that phenelzine has been 
helpful in large doses in drug addiction and alco- 
holism. 

As with all medication of this type, the dosage 
should be gradually reduced to a maintenance 
level. In this series usually one or two tablets at 


bedtime, rarely as much as four tablets a day, were 
necessary. 


Laboratory studies e Routine laboratory work was 
decided on whenever the patient was cooperative, 
and it is planned to continue these laboratory 
evaluations on a long-term basis. As a practical 
clinical routine procedure, rapid and inexpensive 
for ambulatory patients, the following laboratory 
examinations proved to be satisfactory for the 
average case: hemoglobin, leukocyte count, and 
differential count (or a complete blood count), alka- 
line phosphatase using a rapid screening method 
(Phospho-Tabs), and a complete urinalysis. 

Whenever the dosage of medication needed was 
considered larger than average, or if there was a 
possibility of previous hepatic disorder or other 
complicating medical problems, or if marked side 
effects became apparent, more complete laboratory 
workups were performed. A “complete battery” 
was considered to be serum transaminase, complete 
laboratory alkaline phosphatase, serum bilirubin, 
and dye excretion tests,18.19 

In cases where there was accidental (1 case) or 
deliberate (1 case) overdosage of the phenelzine, 
all available liver function tests were performed, 
and catecholamines and serotonin levels were de- 
termined. All laboratory work had essentially nor- 
mal results for the entire series. Transient border- 
line alkaline phosphatase reactions were observed 
in two cases, and a borderline transaminase reaction 
was observed in one case. In the one case of delib- 
erate overdosage, a slightly abnormal alkaline phos- 
phatase (5.4 Bodansky units) was found. The test 


was repeated on this patient until results returned 
to normal. 


Management of side effects 


With the ever-increasing number of more potent 
drugs available, it has now been recognized that 
these medications have side effects and occasion- 
ally toxic effects. Successful recognition and man- 
agement of these sometimes makes the difference 
between therapeutic success and failure. Phenel- 
zine is usually nontoxic, but it sometimes does 
have side effects, especially in higher dosage; these 
can be recognized and managed. Usually these side 
effects do not require a discontinuance of the drug. 
It must be remembered that even placebos have 
side effects and “toxic” effects. In a carefully con- 
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trolled experiment® using only placebos, 50 per 
cent of subjects in the Harvard Laboratories re- 
ported drowsiness, 25 per cent blamed the placebo 
for headache, 9 per cent for dry mouth, 10 per 
cent for nausea, 18 per cent for a sensation of 
heaviness, and 18 per cent for fatigue. 


Hypotension ¢ This is the most important side ef- 
fect. There is often a postural hypotension, with 
lightheadedness, dizziness, and vertigo. This symp- 
tom may be handled by timing the medications so 
that the bulk of the daily dosage is given near 
bedtime. Reducing the dosage is usually a last re- 
sort. Desoxyephedrine hydrochloride, ampheta- 
mine, or dextroamphetamine, 5 to 10 mg. orally 1 
to 3 times a day, may be helpful, particularly in 
patients who are somewhat hypotensive at the 
start of therapy. The use of a high dosage or seda- 
tive type of phenothiazine is especially helpful in 
older patients and in those with arteriosclerosis. 
The most effective of these seems to be trifluproma- 
zine hydrochloride used in dosage of 50 mg. rou- 
tinely at bedtime and sometimes 25 to 50 mg. four 
times daily. Promazine, mepazine, chlorpromazine, 
and thioridiazine hydrochloride were other agents 
used in this series for control of hypotension. These 
are also helpful in controlling the insomnia and 
restlessness seen in many depressions. The mech- 
anism of action of these phenothiazines is hypothe- 
sized to be the reduction of the catecholamines, 
principally epinephrine and norepinephrine in the 
brain, which accumulate as the result of mono- 
amino-oxidase inhibition. 


Ankle edema e This is a possible side effect, par- 
ticularly with large doses of phenelzine. It is not 
to be considered alarming and responds readily 
to a nonhypotensive diuretic such as acetazolamide, 
or to a reduction in dosage. It frequently disappears 
spontaneously. The newer hypotensive diuretics 
should be avoided because they may aggravate the 
hypotensive effects of the phenelzine. 


Constipation and miscellaneous problems ¢ 
Constipation is the second most important side 
effect in frequency. It is relatively easily controlled 
by one of the fecal wetting agents combined with 
a mild laxative. 

Miscellaneous side effects reported are relatively 
unimportant, and include drowsiness, slight dry- 
ness of the mouth, transient impotence (difficult 
to evaluate in depressed patients since impotence 
is also a frequent symptom of depression), and 
dysuria. 


Contraindications 


Administration of phenelzine is seldom contrain- 
dicated. Sainz’® has felt that it should not be ad- 
ministered to patients with advanced degenerative 
heart diseases, recent cerebral embolism or throm- 
bosis, hypernatremic kidney disease, and atonic 
colitis. 
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Management of overdosage 


In two cases in this series there was massive over- 
dosage. In one case the patient swallowed a large 
number of tablets at one time, possibly twelve or 
more, before her initial appointment to see me. She 
had a history of frequently recurring involutional 
type depression with paranoid tendencies. She had 
been treated with electroconvulsive therapy a num- 
ber of times by other psychiatrists, but her last 
attack had responded to phenelzine, hypnotherapy, 
and narcosynthesis. Therefore, when she reported 
by telephone on a new attack of 6 weeks’ dura- 
tion, phenelzine was prescribed before she could 
be seen in office consultation, and in her agitated 
state she took an overdose. 

The other case was that of an engineer who had 
previously had electroconvulsive therapy by an- 
other psychiatrist, but who responded at his latest 
depression to my administration of phenelzine and 
narcosynthesis. When he had a recurrence of a 
very severe, retarded type of depression precipi- 
tated by sexual incidents, he apparently acciden- 
tally took an overdose of phenelzine which, because 
of the severity of the situation, had been increased 
to six a day before adequate response occurred. It 
is also possible that he was so pleased with the 
response that he failed to decrease to maintenance 
dose as directed. 


Symptoms of toxicity e Mild overdosage, acci- 
dental or intentional, shows initially drowsiness, 
dizziness, nausea, perspiration, and possibly ankle 
edema. Reduction in dosage and use of the seda- 
tive, high-dosage phenothiazines are effective. 
Complete or frequent bed rest may be necessary 
until the hypotension is controlled. 

In severe overdosage with true toxicity, the 
symptoms are reported to resemble angina pectoris, 
coronary occlusion, tetanus, meningitis, and so 
forth. Subdural hematoma was considered in the 
case of the engineer, who had fallen on his face 
as a result of the hypotension. The early warning 
signs are marked hypotension with vertigo or syn- 
cope, migrainelike headache, and severe perspira- 
tion. The patients have a clear sensorium. 


Treatment e Fortunately, an easy method for a 
differential diagnosis is found in the use of triflu- 
promazine hydrochloride. A dosage of 40 mg. in- 
tramuscularly is recommended; in 20 minutes the 
patient has temporarily overcome most of the symp- 
toms. Continued treatment consists of the intra- 
muscular use of 20 to 40 mg. of triflupromazine 
every 4 hours, replaced by oral therapy after the 
patient starts to eat. Catheterization may be re- 
quired, and elimination must be watched. Prostig- 
mine, oral or parenteral, may be required. As 
a hyperepinephrinemia occurs, an important cau- 
tion is to avoid the use of the usual agents used to 
elevate blood pressure. This includes caffeine, am- 
phetamines, epinephrine, and similar compounds. 
Absolute bed rest is advised. Digitalization has been 


646 


reported in the literature as possible where re- 
quired. 


Psychotherapy 


All the patients in this series received some form or 
forms of psychotherapy. Naturally, psychotherapy 
must be flexible and tailored to the individual pa- 
tient’s needs. It also may vary with the diagnosis, 
degree of depression, and psychologic strength of 
the patient. Psychologic testing was carried out in 
almost every case in the series to help in the evalua- 
tion. 

Initially, insight therapy was avoided, and mas- 
sive supportive therapy was used. As the patient 
strengthened with the phenelzine and other sup- 
portive medications, the goal changed in most cases 
to developing insight and preventing recurrence 
of depression, as well as recovery from present de- 
pression and discontinuance of medication. 

Liberal use was made of narcosuggestion, sup- 
portive hypnotherapy, narcosynthesis, and narco- 
analysis. (I would like to offer the terms “pharma- 
cosynthesis” and “pharmacoanalysis” as preferable 
to “narcosynthesis” and “narcoanalysis.” The intra- 
venous medication now used does not produce 
narcosis. Narcosis is described as a state of com- 
plete unconsciousness produced by narcotic drug 
or anesthetic.”° ) The usefulness of hypnotherapy and 
amobarbital in depression has been reported pre- 
viously.?! As tactfully and permissively as possible, 
activity, work, and physical exercise, rather than a 
“rest cure,” were advised in all cases when some 
rapport with the patient had been established. 

Later and carefully, the patient was made aware 
of his anger feelings, and an attempt was made to 
get him to accept them as being natural. Still later 
the target of the anger can be discussed. The pas- 
sive oral (dependent) wishes can be tactfully point- 
ed out and their universality in everyday life used 
to reassure the patient; for example, “Nobody likes 
to get up in the morning.” Examples of self-harm— 
“cutting off the nose to spite the face,” “tearing 
one’s hair out’—when one is angry at someone 
else are useful everyday analogies to use in inter- 
pretations.?? 


Summary and conclusions 


Phenelzine used as described is a very effective 
antidepressant, as based on this clinical observation 
of 50 ambulatory patients. 

There are side effects as described, but these can 
be managed adequately so that the medication need 
not be withdrawn in most cases. The management 
of accidental or deliberate overdosage has been 
discussed. 

A “balanced total push program,” with adjunc- 
tive chemotherapy and emergency psychotherapy 
using pharmacosynthesis, hypnotherapy, and other 
measures, has shown itself to be highly successful 
in 50 ambulatory patients with the symptom of de- 
pression. 
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for diagnosis of impending or 


RICHARD A. BERJIAN, D.O.,* Tenafly, New 
Jersey 


This paper presents a new clinical sign that has 
been of great value in treating trauma victims with 
severe blood loss. Very few emergency conditions 
exist that require such immediate and efficient man- 
agement as hemorrhagic shock. 

During the early phase of an organized trauma 
team at Mount Clemens General Hospital, it be- 
came evident to us that an immediate clinical basis 
for evaluating patients for blood loss was needed. 
The resident who first saw the patient in the emer- 
gency room had to quickly evaluate, by body sys- 
tems, the general status of the patient. However, 
the question of hemorrhage, whether hidden or 
overt, required a common basis for checking. He- 


matocrit readings on admission correlated poorly 
This paper was written during a residency in the Department of Gen- 
eral Surgery, Mount Clemens General Hospital, Mount Clemens, 
Michigan, of which John W. Phardel, D.O., is chairman. 
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presenting shock 


with the blood pressure, pulse rate, and respira- 
tions, proving too poor a guide. 


Shock cannot be gauged 
by the laboratory 


As has been noted by Moore,! and many other au- 
thorities, hematologic considerations are of little 
use in acute hemorrhage and shock. 


In shock, changes in peripheral blood are not a guide to 
volume needs. The circulatory vitality of the patient is the 
guide: pulse, blood pressure, skin color, mentation, and 
urine flow. The prolonged vasoconstriction, anoxia, and de- 
ficiency of flow prevent the completion of normal hemodilu- 
tion; a further factor to diminish any small usefulness the 
hematocrit may have in early wound shock is the mixed 
nature of the volume loss. 


We then found that although the patient entered 
the emergency room quite alert and with a normal 
or high normal pulse rate and blood pressure, one 
could not rule out the possibility of hidden bleed- 
ing.2 Also, pain and trauma without hemorrhage 
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can cause bradycardia or tachycardia. It can also 
cause degrees of hypotension or hypertension, de- 
pending upon such variable factors of the circula- 
tory system as heart rate, stroke volume, and size 
of the vascular bed. 

Guyton’ states, “Any factor that decreases car- 
diac output can cause shock. Also, anything that 
causes the venous return of blood to the heart to 
diminish can also cause shock.” 


The life-line sign 
and its physiologic basis 


The purpose of this paper is to explain the applica- 
tion of the life-line sign in judging the status of 
the patient’s vascular bed volume. The sign was 
first suggested as a guide and developed by J. L. 
McDougal, D.O., of our team, who years before 
had seen it used by R. E. Everal, D.O., and A. C. 
Johnson, D.O., at Art Centre Hospital in Detroit. 

Many authorities have submitted outlined steps 
and classifications, ranging from compensated hem- 
orrhagic shock to neurogenic shock.!3 However, 
our clinical application, as first reported by Mc- 
Dougal, Owens, and Katzowitz,? requires an added 
insight into the cutaneous blood vessels. 

This sign refers to the color and intensity of color 
of the palmar creases. Spreading the palm of the 
normal person will reveal pink creases of good in- 
tensity. The patient with acute blood loss will re- 
veal diminishing intensities of pink shades, relative 
to the amount of blood loss, eventually showing 
marked blanching and a white crease. 

In the state of complete blanching, there can be 
no question as to the level of shock. This is what 
one would call deep shock due to blood loss, and 
rapid blood volume replacement is urgent and im- 
perative. 

Another method used as a basis for judgment is 
examination of the fingernails. Again, with the nor- 
mal person, compression of the distal portion of the 
distal phalanx will blanche out the distal portion of 
the nail bed, as seen through the nail. The degree 
of color intensity and the color of the proximal 
portion of the nail bed are the clinical signs to 
follow. 

The changes resulting in the nail bed and the 
palmar creases are directly related to the volumetric 
condition of the peripheral vascular tree, and also 
to the hemoglobin oxygenation mechanism in re- 
spiratory function. With this in mind, one can dif- 
ferentiate shocklike states resulting from anes- 
thesia, pain of surgery, and so forth, in situations 
unrelated to trauma, requiring one to rule out blood 
loss. Patients having no blood loss but a low blood 
pressure will always have cyanotic palmar creases 


and cyanotic appearing fingernail beds on compres- 
sion. The color intensity will be dark, but not pink. 
Thus, one can rule out factors of blood loss and 
concentrate on treatment to improve the respiration 
and pulse rate, or maintain the blood pressure, as 
while waiting for an anesthetic to wear off. This 
can be especially helpful in the recovery room. 

By using the palmar creases as a guide, it is 
found that flexion creases are firmer attachments of 
the skin to the underlying structure and are regions 
which remain relatively fixed during movement of 
the palmar skin.* 

The changes in diameter of cutaneous blood ves- 
sels modify color and temperature of skin.5 The 
color is affected by dilatation of capillaries and the 
color of the blood. The temperature is conditioned 
by the volume flow which, in turn, is controlled by 
arteriolar diameter. Pink warm skin means arterio- 
lar and capillary dilatation. Pale warm skin means 
dilated arterioles and constricted capillaries. Pale 
cold skin (shock state) means constricted capillar- 
ies and arterioles. 

Since many severe injuries are sustained out of 
doors, one must understand that in cold weather, 
skin will be blue and cold. The arterioles are con- 
stricted and the blood flow is slowed in dilated 
capillaries. More oxyhemoglobin is changed to non- 
oxygenated hemoglobin when the circulation is less 
active, 

By applying the criteria of color intensity and 
shade, one can correlate the clinical findings to any 
condition in which the patient is found. 


Summary 


Vital to any physician attending a traumatic case is 
an immediate impression as to the areas of hidden 
or evident blood loss. In order to maintain an effec- 
tive control over possible blood loss factors, the 
life-line sign is suggested as a practical method for 
clinically estimating the peripheral blood volume. 

It is hoped that frequent utilization of this sign 
will increase its application in the emergency room, 
where time and helping hands can be at a premium 
when a patient’s condition has suddenly deterio- 


rated. 
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A normal population in an 


abnormal one: A study of blood 


values at sea level 


CHARLES A. KNOUSE, D.O.,* Kansas City, Mis- 
sourt 


The special purpose of this paper is to report pre- 
sumably normal hemoglobin and hematocrit levels 
in a series of 1,105 person living at or very near 
sea level on the west coast of the United States. 
A more general purpose is to report a method for 
selecting a verifiable normal population from a 
larger, abnormal population. 

All persons in this series had been inpatients of 
Standring Memorial Osteopathic Hospital in Seat- 
tle, Washington, and were residents of the Seattle 
area. To say that a hospital population was normal 
in all respects would be a serious indictment of that 
hospital. But without jeopardizing the hospital’s 
good name it could follow that a total hospital 
population will contain a smaller population that 
is normal in some measurable feature or group of 
related features common to that smaller popula- 
tion.1 Thus, this general study is based on two 
hypotheses: 

1. A population normal for some common meas- 
urable factor can be selected from a larger, not 
necessarily normal, population. 

2. The normality of the smaller population can 
be verified in some way independent of the cri- 
teria of selection or the factor to be measured. 

In this paper data are presented and analyzed 
and verification is offered for the hypotheses on 
which the data are based. 


Selection of cases 


The charts in more than 1,600 consecutive hospital 
admissions were surveyed and, using criteria inde- 
pendent of the factors to be measured, those be- 


*Address, Osteopathic Hospital of Kansas City, 926 E. llth St. 


JOURNAL A.O.A., VOL. 60, APRIL 1961 


lieved to be actually or potentially abnormal were 
rejected. Readmissions during the period surveyed 
were rejected. From the original admissionst cases 
were discarded when it appeared that a condition 
existed that might cause or be associated with ab- 
normal hematocrit or hemoglobin values. If several 
hemoglobin and hematocrit determinations were 
made during the hospital stay the admitting levels 
were used or the case was discarded, according to 
whether or not the case otherwise met the criteria 
of selection. 

Cases were rejected when a condition known to 
be associated with abnormal hematocrit or hemo- 
globin levels was found. Any of the following were 
considered reason to discard cases from the series:? 

1. Information on the chart was too sketchy to 
allow adequate conclusions 

2. Acute or chronic hemorrhage of what was be- 
lieved to be significant degree (for example, “chron- 
ic” nosebleeds in which only a few drops of blood 
were lost in a not-too-frequent episode would not 
be considered hemorrhage to a significant degree) 

3. Malnutrition, inanition, and debility 

4. Icterus from any cause 

5. Shock 

6. Dehydration 

7. Peptic ulcer, with or without history of hem- 
orrhage 

8. Malignant disease 

9. Known hematologic disease, such as leukemia 

10. Pregnancy (cases at or near term without 
known hemorrhage were reported separately, other 
pregnancies excluded altogether) 


11. Acute or chronic infections judged to be sig-. 


nificant from the point of view of this paper 
+That is, original admissions for the period of this study. If pre- 


vious admissions had occurred only before the period of this study, 
the case was considered an original admission. 
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12. Congestive heart failure 

13. Renal insufficiency 

14. Azotemia 

15. Obvious laboratory error. 

Of course, neither anemia nor polycythemia could 
be excluded on the basis of abnormal hemoglobin 
or hematocrit findings without presupposing (and 
thus distorting) what norm would be used for the 
series. Either condition was used as a criterion of 
rejection under the following circumstances: 

1. Definite indications for diagnosis existed in- 
dependently of hemoglobin or hematocrit levels? 

2. The diagnosis of anemia or polycythemia ap- 
peared on the chart. 

After the rejections had been made, what were 
left of more than 1,600 original cases were as fol- 
lows: 

1. 490 males of all ages 

2. 346 males in the third through eighth decades 
of life (that is, adult males ) 

3. 615 presumably nonpregnant females of all 
ages 

4. 494 presumably nonpregnant females in the 
third through eighth decades of life (that is, adult 
females ) 

5. 116 pregnant females in the second through 
fifth decades of life, at or near term and without 
known hemorrhage. 

This residue, left after known or suspected ab- 
normals have been removed, consists of a popula- 
tion of individuals presumed to be normal for the 
related factors to be measured. It should be noted 
that an indeterminate number of normals may have 
been rejected; no claim is made that the series con- 
tains all of the normals to be found in the original 
larger population. No effort was made to prevent 
the occasional rejection of normals, for the acci- 
dentally rejected normals can be expected to follow 
the same general distribution pattern as the retained 
normals*-+ except for the cases to be found at the 
extremes of the distribution.» This should not, 
therefore, disturb the distribution pattern except 
possibly to yield a shorter range than is strictly 
proper. 


Laboratory methods 


Blood samples were obtained by venipuncture in 
virtually all cases except in children in the first dec- 
ade of life, where the usual method was finger 
puncture. 

Hemoglobin levels were reported in grams of 
hemoglobin per 100 ml. of whole blood (grams 
per cent). They were determined photoelectrically, 
using the Rouy-Leitz Photocolorimeter. The method 
is accurate within about + 5 per cent under normal 
conditions,* and the average standard deviation for 
the range between 10 and 16 grams was about 0.20 
gram per 100 ml.? A special method of “rounding 
off” the values was used when means were com- 
puted. The values actually observed followed a 
progression based on the meter readings of the 
colorimeter. These values were 17.40, 16.70, 16.05, 
15.50, 14.95, 14.45, 14.00, 13.60, 13.20, 12.80, 12.50, 
12.20, 11.95, 11.70, 11.45, 11.10, 10.80, 10.40, 10.10, 
9.80, and 9.45 grams per 100 ml. in the range perti- 
nent to this series, and are separated from one an- 
other by one unit on the meter. Since in actual 
practice readings were taken to the nearest unit, the 
means were rounded off to the value corresponding 
to the nearest unit or nearest “half unit” (the value 
halfway between the adjacent values represented 
by full units), because under the circumstances the 
usual rounding to an integer or nearest decimal 
would be meaningless. 

An effort was made to insure accuracy of hemo- 
globin levels in absolute terms by making cross 
checks with laboratories in other hospitals in the 
Seattle area. The variations thus obtained did not 
exceed + 5 per cent.® 

Hematocrit readings were reported in “volumes 
per cent,” which is the number of volumes of packed 
erythrocytes per 100 volumes of whole blood. They 
were determined by micro-hematocrit using hepa- 
rinized capillary tubing flame sealed at one end, 
spun at 12,500 r.p.m. for 3 minutes, and read on a 
micro-hematocrit reader. The method is known to 
be accurate and reproducible within about + 1.0 
per cent or less under normal conditions.* The av- 


TABLE I-A—HEMOGLOBIN LEVELS IN CHILDREN BY DECADE AND SEX 
Grams Hb/100 ml. blood 


Decade Sex No. of cases Maximum Minimum Mean Median Mode 
1 M 73 14.45 10.40 11.95 11.95 11.95 
3 M 71 16.05 11.45 13.60 13.40 12.50 
1 F 66 14.45 10.40 11.95 11.95 11.95 
2 F 55 14.95 10.40 12.50 12.50 12.50 
TABLE I-B—HEMATOCRIT LEVELS IN CHILDREN BY DECADE AND SEX 
Volume per cent 
: | Decade Sex No. of cases z Maximum Minimum Mean Median Mode c 
1 M 73 43.0 32.0 37.4 38.0 38.0 
2 M 71 51.0 36.0 43.0 43.0 44.0 
1 F 66 48.0 33.0 38.8 38.0 38.0 
3 F 55 46.0 34.0 40+ 39.9 42.0 
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TABLE II-A—HEMOGLOBIN LEVELS IN PREGNANT FEMALES AT OR NEAR TERM BY AGE GROUPS 
Grams Hb/100 ml. blood 


Decade No. of cases Maximum Minimum Mean Median Mode 
2 13 13.20 11.10 11.45 11.45 11.10 
3 68 13.60 9.45 11.10 11.10 10.80 
4 30 12.80 9.80 11.45 11.70 11.95 

11.10 
5 5 13.60 11.95 12.50 12.20 11.95 
Total 116 
TABLE II-B—HEMATOCRIT LEVELS IN PREGNANT FEMALES AT OR NEAR TERM BY AGE GROUPS I 
Volume per cent 

Decade No. of cases "Maximum Minimum Mean Median Mode 
2 13 43 33 36.0 36.0 38.35 
3 68 45 27 35.6 36.0 36.0 
4 30 44 31 36.4 36.0 36.0 
5 5 47 37 40.6 38.0 37.0 


Total 116 


erage standard deviation for the range between 30 
and 50 volumes per cent was about 0.5 volumes 
per cent.? 

The erythrocyte count was not employed for this 
series. Not only is it time-consuming, but its enor- 
mous margin of expected error under usual circum- 
stances, the lack of correlation between accuracy 
and precision, and the high subjective component 
of its determination®.» make it so unreliable that it 


was thought more likely to confuse the issue than 
clarify it. 

Virtually all of the measurements were made by 
two technicians using the same methods on the 


same equipment. 


Statistical methods 


The data were grouped by decade and sex, and, 


TABLE II-A—HEMOGLOBIN LEVELS IN ADULT MALES BY AGE GROUPS 


Grams Hb/100 ml. blood 


Standard 
Decades No. of cases Maximum Minimum Mean Median Mode deviation 
3 47 16.70 12.80 14.70 14.45 14.45 1.138 
4 78 16.05 11.95 14.70 14.45 14.45 1.07 
5 94 16.05 11.95 14.45 14.45 14.95 1.02 
6 54 16.05 11.70 14.00 14.00 14.00 1.00 
7 45 16.05 11.45 13.80 13.60 13.20 1.19 
8 28 16.05 11.70 13.60 13.60 13.60 1.16 
3,4,5,6 273 16.70 11.70 14.45 14.45 14.45 1.06 
7,8 73 16.05 11.45 13.80 13.60 13.20 1.20 
3,4,5 346 16.70 11.45 14.32 14.45 14.45 1.10 
6,7,8 
TABLE III-B—HEMOGLOBIN LEVELS IN ADULT NONPREGNANT FEMALES BY AGE GROUPS 
Grams Hb/100 ml. blood 
Standard 
Decades __ No. of cases Maximum Minimum Mean Median Mode deviation 
3 83 15.50 11.10 12.65 12.50 12.50 0.98 
4 159 14.95 10.40 12.80 12.80 12.80 0.88 
13.20 
5 105 15.50 10.80 13.00 12.80 12.80 0.92 
13.20 
6 67 15.50 11.10 13.00 12.80 13.60 1.00 
7 48 14.95 10.40 13.00 12.80 13.60 0.97 
8 32 15.50 11.45 13.20 12.80 11.95 1.18 
12.80 
3,4,5,6 414 15.50 10.40 12.80 12.80 12.80 0.92 
J 80 15.50 10.40 13.00 12.80 13.60 1.18 
3,4,5 494 15.50 10.40 12.80 12.80 12.80 0.92 
6,7,8 
65! 
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TABLE IV-A—HEMATOCRIT LEVELS IN ADULT MALES BY AGE GROUPS 


Volumes per cent 
| Standard I 
Decades No.ofcases Maximum Minimum Mean Median Mode deviation ia 
3 47 54.0 39.0 46.7 46.0 46.0 3.45 
4 78 55.0 38.0 46.9 47.0 50.0 2.64 
5 94 55.0 38.0 46.3 46.5 46, 47 3.21 
48 
6 54 53.0 36.0 45.3 45.5 47.0 3.14 
7 45 52.0 37.0 43.7 44.0 42.0 3.82 
8 28 54.0 36.0 43.8 44.0 44.0 3.81 
3,4,5,6 273 55.0 36.0 46.3 46.0 46.0 3.33 3 
7,8 73 54.0 36.0 43.8 44.0 44.0 3.91 | 
i 3,4,5 346 55.0 36.0 45.8 46.0 46.0 3.53 
| 6,7,8 ii 
TABLE IV-B—HEMATOCRIT LEVELS IN ADULT NONPREGNANT FEMALES BY AGE GROUPS | 
Volumes per cent 
ii Standard 
Decades No. of cases Maximum Minimum Mean Median Mode deviation 
83 48.0 32.0 40.2 40.0 40.0 3.00 
159 49.0 32.0 41.0 41.0 40.0 3.39 
105 50.0 34.0 42.0 42.0 44.0 3.28 
67 49.0 35.0 41.8 42.0 40.41 4.61 
48 49.0 33.0 41.9 42.0 40.0 3.49 
32 52.0 35.0 42.1 41.5 40.0 3.59 
3,4,5,6 50.0 32.0 42.2 41.0 40.0 3.47 
7,8 80 52.0 33.0 42.0 42.0 40.0 3.63 
3,4,5 494 52.0 32.0 42.2 41.0 40.8 3.48 
6,7,8 


| for the adult years, regrouped by sex and broader adult age-sex groups compared with Wintrobe’s!® 
age groups. The mean, median, mode, and stand- data. The data were also compared with the known 
ard deviation were found for each group, and the characteristics of the normal frequency curve. 
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TABLE V-A—RANGE OF HEMOGLOBIN (Hb) AND HEMATOCRIT (VPRC) VALUES FOR ADULT MALES 


Expected Observed 

Standard Predicted range range in range in 

| Decades Factors No. of cases deviation in S.D.’s Gm%/Vol% Gm%/Vol% 
3 Hb/VPRC 47 1.1373.45 4.450 5.03 /15.3 4.40 /16.0 
Hb/vVPRC 78 1.07/2.64 4.835 5.17/12.8 4.56/18.0 
5 Hb/vpRC 94 1.02/3,21 4.971 5.44/15.9 4.56/18.0 
6 Hb/vPRC 54 1.0073.14 4.558 4.56 /14.3 4.80/18.0 
7 Hb/vVPRC 45 1.19/3.82 4.415 5.25 16.8 5.10/16.0 

8 /VPRC 28 1.1673.81 4.027 4.67 /15.3 4.807/19.0 

3,4,5,6 Hb /vpRC 273 1.06 73.33 5.695 6.04 718.9 5.47 20.0 

7,8 Hb/vPRC 73 1.20 73.91 4.786 5.74 18.7 5.10/19.0 

3,4,5,6,7,8 Hb/vpRC 346 1.10/3.53 5.846 6.43 /20.6 5.77 20.0 

TABLE V-B—RANGE OF HEMOGLOBIN (Hb) AND HEMATOCRIT (VPRC) VALUES FOR ADULT NONPREGNANT FEMALES 
Expected Observed 
Standard Predicted range range in range in 

Decades Factor No. of cases deviation in S.D.’s Gm%/Vol% Gm%/Vol% 

3 Hb/vPRC 83 0.98 /3.00 4.881 4.78 /14.7 4.27 /17.0 
4 Hb/vPRC 159 0.88 73.39 5.338 4.70 /18.2 4.97 /18.0 
5 Hb/vPRC 105 0.92 73.98 5.050 4.65/16.6 5.18 /17.0 
| 6 Hb/VPRC 67 1.00461 4,722 4.72/91 8 4.83/15.0 
7 Hb/VPRC 48 0.97 73.49 4.466 4.33/15.6 4.97/17.0 
8 Hb/vVPRC 32 1.18 7/3.59 4.139 4.88 /14.8 4.50/18.0 
3,4,5,6 Hb/VPRC 414 0.92 73.47 5.958 5.48 /20.6 5.53/19.0 
7,8 Hb/VPRC 80 1.18 73.63 4.854 5.73/17.1 5.53 /20.0 
3,4,5,6,7,8 Hb/vPRC 494 0.92/3,48 6.066 5.58 /21.1 5.53 21.0 
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TABLE VI-A—EXPECTED AND OBSERVED FREQUENCIES FOR GIVEN HEMOGLOBIN RANGES FOR ADULT MALES 


Approximately +1.0S.D. Approximately + 2.0S.D. 
deviation Expected Observed Expected Observed 

Decades No. of cases (Gm %) Range in S.D.’s frequencies frequencies RangeinS.D.’s frequencies frequencies 
3 47 1.13 —1.27 to +0.96 34.3 32 —2.08 to +2.08 45.2 47 
+ 78 1.07 —1.22 to +1.01 57.1 60 —2.19 to +2.19 75.7 76 
5 94 1.02 —1.03 to +1.30 70.6 73 —2.06 to +1.93 89.6 91 
6 54 1.00 —1,00 to +1.22 39.4 40 —1,92 to +1.78 50.5 48 
= 45 1.19 —0.97 to +1.19 32.2 31 —2.08 to +2.20 43.5 45 
8 28 1.16 —1.08 to +0.95 19.3 18 —2.05 to +1.88 25.6 25 
3,4,5,6 273 1.06 —0.99 to +1.24 199.7 201 —1.98 to +2.45 264.6 265 
7,8 73 1.20 —0.96 to +1.18 52.0 50 —2.10 to +2.10 70.4 73 
3,4,5,6,7,8 346 1.10 —0.84 to +0.82 205.3 210 —2.04 to +2.48 336.5 339 


TABLE VI-B—EXPECTED AND OBSERVED FREQUENCIES FOR GIVEN HEMOGLOBIN RANGES IN ADULT NONPREGNANT FEMALES 


Approximately £1.0S.D. Approximately + 2.0 S.D. 
deviation Expected Observed Expected Observed 

Decades No. of cases (Gm %) Range in S.D.’s frequencies frequencies RangeinS.D.’s frequencies frequencies 
3 83 0.98 —1.09 to +1.17 61.5 64 —2.09 to +2.09 79.9 82 
4 159 0.88 —1.11 to +1.14 117.5 129 —2.10 to +2.16 153.8 153 
5 105 0.92 —1.0 to +0.87 68.2 66 —1.87 to +1.85 98.4 100 
6 67 1.00 —0.92 to +1.22 47.6 46 —2.05 to +2.22 64.8 66 
7 48 0.97 —0.95 to +0.83 30.5 30 —2.12 to +1.75 45.3 45 
8 32 1.18 —1.17 to +1.27 24.8 23 —1.91 to +2.18 30.6 32 
3,4,5,6 414 0.92 —1.0 to +1.09 291.2 293 —2.06 to +2.01 396.6 399 
7,8 80 1.18 —1.0 to +1.03 55.1 61 —2.03 to +1.88 75.9 T7 
3,4,5,6,7,8 494 0.92 —1.0 to +1.09 347.4 344 —2.06 to +2.01 473.3 472 

Explanation of tables 1. In the first decade much of the blood was 


obtained by finger puncture and may not be abso- 
Tables I-A and I-B show hemoglobin and hemato- lutely comparable with blood obtained by veni- 


crit levels for males and females in the first two puncture. 

decades of life. The figures are given only as a 2. All stages of development within each decade 
matter of interest, and little reliance should be were simply lumped together. 

placed in them, for the following reasons: 3. The series was not thought large enough to 


TABLE VII-A—EXPECTED AND OBSERVED FREQUENCIES FOR GIVEN HEMATOCRIT RANGES IN ADULT MALES 


Approximately + 1.0 S.D. Approximately + 2.0 S.D. 
deviation Expected Observed Expected Observed 

Decades No. of cases (Vol %) Range in S.D.’s frequencies frequencies RangeinS.D.’s _ frequencies frequencies 
3 47 3.45 —0.93 to +1.10 32.4 32 —2.08 to +1.98 45.2 44 
4 78 2.64 —0.91 to +0.985 51.2 37 —2.05 to +2.21 75.4 73 
5 94 3.21 —1.19 to +1.00 68.0 69 —2.12 to +1.94 89.9 91 
6 54 3.14 —0.89 to +1.02 35.6 36 —1.85 to +1.98 50.8 50 
7 45 3.82 —1.10 to +1.00 SL 30 —1.89 to +2.04 42.7 43 
8 28 3.81 —1.13 to +0.97 19.7 21 —1,.92 to +2.02 26.6 25 
3,4,5,6 273 3.33 —0.84 to +0.96 172.3 170 —2.04 to +2.16 263.1 263 
7,8 73 3.91 —1.10 to +0.95 50.6 51 —1.97 to +2.11 70.0 70 
3,4,5,6,7,8 346 3.53 —].22 to +1.05 256.7 248 —2.07 to +2.18 334.3 337 

TABLE VII-B—EXPECTED AND OBSERVED FREQUENCIES FOR GIVEN HEMATOCRIT RANGES IN ADULT NONPREGNANT FEMALES 

Approximately +1.0S.D. Approximately + 2.0 S.D. 

deviation Expected Observed Expected Observed 

Decades No. of cases (Vol %) Range in S.D.’s frequencies frequencies RangeinS.D.’s frequencies frequencies 
3 83 3.00 —0.90 to +1.10 56.6 63 —1.90 to +2.10 79.2 76 
4 159 3.39 —1.03 to +1.03 110.8 119 —1.92 to +1.92 150.2 150 
5 105 3.28 —1.07 to +1.07 75.3 75 —1.98 to +1.98 100.0 102 
6 67 4.61 —1.15 to +1.02 48.3 61 —2.02 to +2.10 64.4 67 
Fj 48 3.49 —0.975 to +1.03 32.8 32 —2.12 to +2.18 46.5 47 
8 32 3.49 —1.00 to +0.95 21.4 21 —2.12 to +2.06 30.8 31 
3,4,5,6 414 3.47 —1.07 to +0.95 284.3 281 —1.93 to +2.10 395.5 393 
7,8 80 3.63 —0.96 to +0.96 53.0 53 —2.06 to +2.06 76.8 78 
3,4,5,6,7,8 494 3.48 —1.06 to +0.95 335.9 334 —1,92 to +2.10 482.7 472 
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warrant sufficient refinement for adequate analysis. 

Tables II-A and II-B show hemoglobin and he- 
matocrit levels for pregnant females at or near 
term, without known hemorrhage, in the second, 
third, fourth, and fifth decades of life. The series 
is not large enough to warrant the distinctions nec- 
essary for detailed analysis, and the chi-square test 
for goodness of fit'! denies that the data as col- 
lected follow the normal frequency distribution. 
However, it can be noted that the values are obvi- 
ously lower than those for males and nonpregnant 
females of the same ages. 

Tables III-A and III-B show the hemoglobin 
levels for adult males and adult presumably non- 
pregnant females by decades and broader age 
groups. It can be easily seen that the values for 
males are highest in the third decade and show a 
gradual decline thereafter, reaching their lowest 
point in the eighth decade. On the other hand, the 
values for females are at their lowest in the third 
decade and gradually rise to reach their peak in the 
eighth decade. 

Tables IV-A and IV-B show the hematocrit 
levels for adult males and adult presumably non- 
pregnant females by decades and broader age 
groups. Again, it can be noted that there is a tend- 
ency for values for males to decline with age, while 
for females they tend to rise with advancing age. 

Tables V-A and V-B show the extent to which the 
observed ranges of hemoglobin and hematocrit 
values for adult males and nonpregnant females 
agree with the values predicted on the basis of the 
normal frequency distribution.> The comparison is 
in terms of grams per cent of hemoglobin and vol- 
umes per cent for hematocrits for the ranges be- 
tween the true limitst of the class intervals of the 
maximum and minimum values. 


{That is, halfway between the value reported and the adjacent value. 
This is standard practice.* 
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Tables VI-A and VI-B show the observed hemo- 
globin frequency distribution for adult males and 
nonpregnant adult females as compared with the 
frequencies predicted on the basis of the normal 
frequency distribution.* Here the comparison is 
in terms of number of persons who will fall into 
the ranges noted according to multiples of the 
standard deviation approximating one and two 
standard deviations on either side of the mean. 

Tables VII-A and VII-B show the same informa- 
tion with reference to hematocrit levels instead of 
hemoglobin values. 

Figure 1 shows histograms for the adult hemo- 
globin and hematocrit values by sex and age groups. 
The unshaded portions show the frequency distri- 
butions for persons in decades 3 through 6. The 
shaded portions show distributions in decades 7 and 
8. Thus, the combined shaded and unshaded por- 
tions represent frequency distributions in all dec- 
ades, 3 through 8. Where no shaded portions are 
shown, the frequency distributions for the two age 
ranges are the same. 


Results of measurements 


It can be seen from the following that both the 
hematocrit and hemoglobin values for this series 
differ from those given by Wintrobe? as those gen- 
erally accepted. His figures are used in this paper 
as “accepted normals” because there seems to be no 
serious quarrel with them. Where means are shown, 
both the one recommended for general use and (in 
parentheses) the actual means found by Wintrobe!® 
are given. 
For hematocrits we find the following: 


Range this series 


Accepted (95% of cases) 
normal range’ _ A 
(95% of cases) Nominal values Real limits 
Males 40.0 to 54.0 vol% 
Decades 
3,4,5,6 40.0 to 53.0 vol% (39.5-53.5) 
Decades 
3,4,5,6,7,8 39.0 to 52.0 vol% (38.5-52.5) 
Females 37.0 to 47.0 vol% 
Decades 
3,4,5,6 36.0 to 49.0 vol% (35.5-49.5) 
Decades 
3,4,5,6,7,8 36.0 to 49.0 vol% (35.5-49.5) 
Accepted This series 
Standard Standard 
Mean deviation Mean deviation 
Males 47.0 vol% 3.98 vol% 
(47.7 vol%) 
Decades 
3,4,5,6 46.3 vol% 3.33 vol% 
Decades 
3,4,5,6,7,8 45.8 vol% 3.53 vol% 
Females 42.0 vol% 2.48 vol% 
(41.8 vol%) 
Decades 
3,4,5,6 A4l.lvol% 3.47 vol% 
Decades 
3,4,5,6,7,8 41.2 vol% 3.48 vol% 
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With regard to hemoglobin values: 


Range this series 


Accepted (95% of cases ) 
normal range - A 
(95% of cases) | Nominal values Real limits 
Males 14.00 to 
18.00 Gm % 
Decades 
3,4,5,6 12.80 to 16.70 Gm%_ (12.35-17.05) 
Decades 
3,4,5,6,7,8 12.50 to 16.70Gm% (12.08-17.05) 
Females 12.00 to 
16.00 Gm % 
Decades 
3,4,5,6 11.10 to 14.95Gm% (10.95-15.22) 
Decades 
3,4,5,6,7,8 11.10 to 14.95Gm% (10.95-15.22) 
Accepted This series 
Standard Standard 
Mean deviation Mean deviation 
Males 16.0Gm% 1.12Gm% 
(15.9 Gm %) 
Decades 
3,4,5,6 14.45 Gm % 1.06 Gm % 
Decades 
3,4,5,6,7,8 14.32 Gm % 1.10 Gm % 
Females 14.0Gm% 0.86 Gm % 
(13.9 Gm %) 
Decades 
3,4,5,6 12.80 Gm % 0.92 Gm % 
Decades 
3,4,5,6,7,8 12.80 Gm % 0.92 Gm % 


From this, and from Tables III and IV, A and B, 
we can see that both the hemoglobin and hemato- 
crit values are obviously lower than those generally 
accepted as normal; but it does not seem that the 
difference would be clinically significant. 

Despite the gradual changes with age for both 
hematocrit and hemoglobin values in both sexes, 
it was found useful (and did not appear to alter 
clinical significance) to group them into three age 
categories: 

1. Third, fourth, fifth, and sixth decades 

2. Seventh and eighth decades 

3. Third, fourth, fifth, sixth, seventh, and eighth 
decades. 

So few cases were seen in the ninth decade and 
they differed so little from those in the eighth dec- 
ade that they were simply added to it and included 
with it. No cases were observed above the ninth 
decade. 

Of the three groups, only the two showing the 
third through sixth decades and third through 
eighth decades (all adults ) were considered of great 
importance. The seventh and eighth decade group 
was retained to show what was included in the “all 
adult” group (third through eighth decades) that 
was not included in the third through sixth decade 


group. 
Analysis and discussion 


This is a series supposed to represent a population 
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normal for two closely related and closely depend- 
ent factors (which can, then, be considered as a 


single factor for our purposes!) selected from a ~ 


larger and not necessarily normal population. No 
claim is made that this series of individuals is nor- 
mal for any factor other than hemoglobin and he- 
matocrit levels, but the claim is made that it is nor- 
mal for these. 

We have seen that the series was selected with- 
out reference to the things to be measured. But 
we have not yet seen that the selection was success- 
ful. Obviously, a series is no better (in this case, 
nearer normal) than the adequacy of the original 
data and the skill or good luck of the selector. 
Therefore, and also obviously, if it is to be accepted 
as reliable, an independent means of checking its 
adequacy (in this case, its normality) is needed. 

In this case, such an independent means is avail- 
able. In the work published by Wintrobe?® in 1933 
he assumed that hemoglobin, hematocrit, and eryth- 
rocyte levels would follow the normal frequency 
distribution, and found that it actually approached 
it in at least most respects. 

So many biologic and other scientific phenomena 
follow the normal frequency distribution that, in 
the absence of a reason for it to do otherwise, it 
may be assumed that a normal factor will follow 
this pattern *-4-1 and no obvious reason appears 
for hemoglobin and hematocrit levels to depart 
from it. Therefore, it should be expected that they 
will follow the normal frequency distribution as, 
indeed, they nearly do. It seems probable that they 
do follow it exactly, but this is obscured and ap- 
parent distortion introduced by two errors: (1) the 
impossibility of completely excluding errors of 
measurement, and (2) the impossibility of obtain- 
ing an exactly homogeneous normal population. 

As these laboratory measurements cannot be 
made with absolute accuracy, and adjacent values 
lie within the normal range of error, it should be 
anticipated that some of the reported values will be 
false and that the true value will belong in the 
adjacent reporting interval. Thus, for example, the 
standard deviation for the hemoglobin method 
used here is 0.2 gram per 100 cc.? This means that 
about one-sixth of cases reported as 14.00 grams 
will actually lie above 14.20 grams, and another 
one-sixth below 13.80 grams. Since the real limits 
of the class interval, 14.00 grams in this series, are 
13.80 and 14.22 grams, it follows that about one- 
third of cases reported as 14.00 grams should be 
reported either 14.45 or 13.60 grams. In addition, 
about one-sixth of cases reported as 14.45 grams 
and about one-sixth of those reported as 13.60 
grams will actually belong to the interval reported 
as 14.00 grams. The same sort of thing will of 
course, to a lesser extent, hold true for hematocrit 
readings. 

That leaves us with the unfortunate situation that 
our frequency distributions are simply not absolute- 
ly accurate, either in this series or any other now 
existing. And, of course, since we do not know 
which cases should be reported differently and can- 
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not find out without an amount of effort that would 
go far into the territory of the law of diminishing 
returns, it is necessary to be content with what we 
can get by doing the best we can. 

The necessity of selecting a group as “standard” 
also unavoidably presents a measure of error. No 
published group that I have seen can be taken as 
a representative group in every respect. Wintrobe® 
used medical students. Berry and associates!” used 
Olympic Games athletes. For this paper subjects 
were selected from a hospital population. Certainly 
none of these (or others I have seen, such as North 
Central college women!* can be said to be stand- 
ard in every respect. However, as Williams! has 
pointed out, the complexity of the human being 
makes it virtually impossible, if not totally so, to 
find a useful group of individuals who are standard 
in every respect; thus, any group that purports to 
be normal can at best be said to be normal for a 
limited thing or group of things, and error probably 
becomes inevitable. 

The figures shown in Tables V-A and V-B 
through VII-A and VII-B, showing the relation- 
ships between the pattern observed in this series 
and the ideal one predicated on the basis of the 
known characteristics of the normal frequency dis- 
tribution,?-> indicate that the series reported here 
does approximate the normal distribution (without 
conforming exactly to it) about as closely as previ- 
ously published data on which the generally ac- 
cepted norms are based conform to it.1% 

Irregular multiples of the standard deviations are 
used to predict frequencies because much tedious 
(and dubious) manipulation of the frequencies 
would result from using exactly one and two stand- 
ard deviations on either side of the mean. By using 
irregular multiples of the standard deviation that 
conform to real limits of reported class intervals, 
the manipulation of data is avoided but accuracy is 
maintained, because the predicted values for ir- 
regular multiples of the standard deviation with 
regard to the normal frequency distribution are as 
well known as those for whole numbers.® 

When the chi-square test of goodness of fit’! is 
applied, most of the age-sex groups for both hemo- 
globin and hematocrit levels follow the normal fre- 
quency distribution well enough that they can be 
accepted as normal distributions. In this respect, 
the null hypothesis can be rejected at the 1 per 
cent level of confidence in only one instance: the 
probability that hematocrit values for males in the 
fourth decade are those of a normal distribution is 
less than 0.001. (The probability that hemoglobin 
levels for this group are normally distributed ex- 
ceeds 0.70.) Upon analysis of this distribution, a 
major discrepancy (and the one largely responsible 
for the large chi-square value) is found where the 
observed frequency of 50 volumes per cent (the 
mode for this group) is 14 with an expected fre- 
quency of 5.9.3 Since this is above the mean, it is 
obvious that if this were a normal distribution the 
true mean would be somewhat below the reported 
mean (46.9 volumes per cent). Since the series 
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Fig. 2. Showing the variation over the period of time included 
in the series of hemoglobin levels of third decade nonpregnant 
females. As charts were numbered consecutively chronologically, 


(and the age-sex group) presented here shows 
values already below those of the accepted norms, 
it is not necessary to reject these data. 

In summation, the observed ranges agree fairly 
well with the predicted mean ranges, the frequen- 
cies observed between given limits agree very well 
indeed with predicted frequencies between the 
same limits, the chi-square test of goodness of fit 
permits acceptance as normal frequency distribu- 
tions, and there are insignificant and frequently 
nonexistent differences among mean, median, and 
mode. On these bases, it is my opinion that this is 
a valid series. 

On the basis of the distribution of t, the prob- 
ability is calculated that the differences between 
this series and the accepted norms are only appar- 
ent because of sampling errors.? This probability is 
less than 0.1 per cent for hemoglobin values for 
both sexes in both the third through sixth and third 
through eighth decade ranges and hematocrit val- 
ues for males in both age ranges. The probability 
that the difference is only apparent rather than real 
for hematocrit values for females in both age 
ranges is greater than 0.1 per cent but less than 
1.0 per cent. It can therefore be confidently stated 
that the difference is not due to sampling error.” 

When the ¢ test? is applied to the observed 
changes in levels with age, the difference is found 
to be real when the third and eighth decades are 
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chart numbers were used as the measure of time rather than 
the usual calendar units. 


compared in either sex for either measurement. 
(The null hypothesis can be rejected at the 1 per 
cent level of confidence for male hemoglobins and 
hematocrits and female hematocrits and at the 5 
per cent level of confidence for female hemoglo- 
bins.) While the change is probably not clinically 
significant, it is real. The reason for the rise with 
age in the female is not certain, but it could be 
connected with the cessation of menses and child- 
bearing. 


While constant error remains possible, if it is’ 


present it is constant indeed. It should follow that 
erratic laboratory procedure would yield fluctuating 
values or that general error over a given period 
would probably follow a general trend. 

When the mean hemoglobin values for a single 
age and sex group large enough to permit the 
analysis are followed over the period of the study, 
it can be seen from Figure 2 that they vary remark- 
ably little; they are well within the limits of fluctua- 
tion to be expected. When a group is broken down 
into smaller groups, as is done here, the extreme 
values of the larger group, which can be expected 
to be further from the mean than in the smaller 
groups, fit but poorly into the smaller groups.® 


This, coupled with expected error due to the meth- ° 


od used, makes any expectation that the mean will 
remain absolutely stable over a given period ill- 
founded indeed. The limits of fluctation imposed in 
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Figure 2 are based strictly on the known error of 
the method used for hemoglobin measurement. The 
fluctuation throughout the series is well within the 
limits imposed by the method used. 


Summary and conclusions 


Hemoglobin and hematocrit values for 1,105 
persons living in the Seattle area have been pre- 
sented. Fairly detailed analysis of the data for adult 
males and adult nonpregnant females has been of- 
fered. Criteria for the selection of the series as nor- 
mal have been given and verification of those cri- 
teria offered. The following conclusions are then 
permissible: 

1. A population normal with respect to some 
common factor or group of related and closely 
dependent factors can be selected from a larger, 
not necessarily normal population. 

2. A population need not be normal in every 
respect to be normal in one or a few. 

3. The normality can be judged independently 
of the criteria of selection or the factor to be meas- 
ured, 

4. Using this as a basis, the series of hemoglobin 
and hematocrit values presented represents a popu- 
lation normal for these factors. 

5. There is a real, though possibly not clinically 


significant, change in levels with advancing age in 
both sexes. 

6. For unknown reasons, persons living in the 
Seattle area normally have hemoglobin and hemat- 
ocrit values somewhat lower than those previously 
reported in other areas. The difference is real and 
statistically significant, but is not clinically signifi- 
cant. It is believed to be accurate, but it has not 
been confirmed by others. 


1. Williams, R. J.: Standard human beings versus standard values, 
Science 126:453-454, Sept. 6, 1957. 

2. Wintrobe, M. M.: Clinical hematology. Ed. 4. Lea & Febiger, 
Philadelphia, 1956. 

3. Underwood, B. J., et al.: Elementary statistics. Appleton-Cen- 
tury-Crofts, New York, 1954, 

4. Johnson, P. O.: Statistical methods in research. Prentice-Hall, 
New York, 1949. 

5. Pearson, E. S., and Hartley, H. O.: Biometrika tables for stat- 
isticians. University Press, Cambridge, 1956, vol. 1. 

6. Cartwright, G. E.: Diagnostic laboratory hematology. Ed. 2. 
Grune & Stratton, New York, 1958. 

7. Personal observations by the author. 

8. Biggs, R., and MacMillan, R. L.: Errors of some haematological 
methods as they are used in routine laboratory. J. Clin. Path. 1:269- 
287, Nov. 1948. 

9. Biggs, R., and MacMillan, R. L.: Error of red cell count. J. 
Clin. Path. 1:288-291, Nov. 1948. 

10. Wintrobe, M. M.: Blood of normal men and women: erythro- 
cyte counts, hemoglobin and volume of packed red cells of 229 
individuals. Bull. Johns Hopkins Hosp. 53:118-130, Sept. 1933. 

11. Bancroft, H.: Introduction to biostatistics. Paul B. Hoeber, New 
York, 1957. 

12. Berry, W. T. C., et al.: Diet, haemoglobin values, and blood 
pressures of Olympic athletes. Brit. M. J. 1:300-304, Feb. 19, 1949, 

13. Lewis, G. K., et al.: Corpuscular constants of college women 
of North Central States. J. Lab. & Clin. Med. 32:419-422, April 1947. 


Niemann-Pick disease: 


Limiting availability of fatty acids 


as a basis for therapy 


FRANK SCHNEIDERMAN, D.O.,* Mount Clem- 
ens, Michigan 


In 1914, Niemann described a new clinical syndrome 
which had many clinical features in common with 
Gaucher’s disease but which appeared to spread 
more diffusely through all the organs. A few years 
later, Pick presented the characteristic pathologic 
features; hence the disorder is now generally given 
the combined name Niemann-Pick disease. About 
80 such cases have been reported from all over the 
world.! 


® Address, 38000 Moravian Drive 
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This disease is considered an inborn error of lipid 
metabolism. A study of the clinical picture reveals 
that the onset usually occurs between the third and 
sixth months of life. The clinical manifestations in- 
clude palpable enlargement of the liver and spleen, 
yellow-brown pigmentation of the skin, and often a 
waxy pallor which might be explained on the basis 
of anemia. Symptoms referable to the nervous sys- 
tem may be present or absent. Those commonly 
recorded include mental deterioration, blindness, 
and eventually generalized paralysis and spasticity. 
A cherry-red spot in the retina has been described. 
The course is rapid and the outcome always fatal.” 
There is no consistent abnormality found in the 


serum lipids in this disorder. A transfusion may 
occasionally be required for anemia. Vacuolization 
of the cytoplasm of circulating lymphocytes and 
monocytes has been reported. For further infor- 
mation concerning the clinical characteristics and 
pathology of the disease, the reader is referred to 
an excellent review by Crocker and Farber.® 

Recently, a patient with Niemann-Pick’s disease 
was brought to Kirksville Osteopathic Hospital, and 
we were confronted with the problem of therapy. 
Hsia! states that no specific therapy is available. 
The metabolic error resulting from this genetic 
disturbance is the point for the ideal therapeutic 
approach. 

Effective treatment in some of the hereditary 
molecular diseases, in which class Niemann-Pick 
disease belongs, has been summarized by Hsia.4 He 
divides the therapy into four groups. Included in 
the first group are examples of conditions in which 
treatment by removal of a toxic substance has been 
beneficial; these include phenylketonuria, galacto- 
semia, and gout. In the second group, therapy by 
addition of a missing substance has proved success- 
ful. Diseases treated successfully by this method are 
agammaglobulinemia, hemophilia, diabetes mellitus, 
- and familial periodic paralysis. Included in the third 
group are those hereditary metabolic diseases af- 
fected by altering the metabolic pathway, as is 
found in the therapy of methemoglobinemia. This 
author includes in his fourth group conditions where 
symptomatic therapy has proved of value, such 
as mucoviscidosis, sickle-cell anemia, thalassemia, 
and congenital hemolytic anemia. 

Reinforced with the technics that have proved of 
value in this class of diseases, the question was 
raised whether we could help this unfortunate pa- 
tient. The following represents a crude attempt to 
devise a rational mode of therapy following these 
principles. 


Theoretic considerations 


In the series of cases reported by Crocker and Far- 
ber,’? there were some noteworthy postmortem find- 
ings. The total lipid level of various organs other 
than the brain was four to eight times the expected 
top normal. The absolute tissue sphingomyelin was 
found to be as much as twenty to thirty times the 
top normal value. These authors go on to say that 
it is true that the sphingomyelin increases are the 
most striking single item in the abnormal lipid 
levels, but it should be also realized that the mona- 
minophosphatid (that is, lecithin and cephalin) 
cholesterol, and even neutral fat levels, are as much 
as five to eight times the top normal levels. 


Possible causes ¢ Some etiologic theories presently 
considered in vogue as presented by Crocker and 
Farber® are: 


1. True central overproduction of normal lipids, with 
saturation of the disposal mechanism. Historically, this is 
the original view. It pictures an accelerated synthesis, pre- 
sumably principally hepatic, with a loading of the macro- 
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phage system and an eventual compromise of all cellular 
function. .. . 

2. Pernicious peripheral overproduction of normal lipids. 
This is the hypothesis of Thannhauser,5 who suggested that 
an activation of latent lipid synthesizing powers of mesen- 
chymal cells all over the body (but particularly in the 
“reticuloendothelial system”) would produce the picture 
found in Niemann-Pick disease without the necessity for 
excess lipid transport through the blood stream... . 

3. Normal production rate of structurally abnormal lipid. 
It has often been suggested that if the sphingomyelin manu- 
factured by the patient with Niemann-Pick disease contained 
small, unusual chemical features (but still appeared in the 
sphingomyelin fraction in tissue analyses) its subsequent 
turnover might be sufficiently difficult for the organism that 
tissue accumulation would occur. With this view, no excess 
production need be postulated, since the cumulative effects 
require only the passage of time... . 

4. Sphingomyelinase deficiency. Actually, the enzyme 
proper need not be delinquent, but rather its environment 
could be unfavorable (cofactors, activators, hormones, or 
prosthetic protein lacking, or inhibitors present)... . 

5. Local binding of lipid, preventing its subsequent meta- 
bolism. Since the classic paper of Uzman® on the Gaucher 
lipoprotein, what had been previously only a rarely men- 
tioned and not seriously considered hypothesis for the 
mechanism of the lipoidoses, has become one of the leading 
theories. As he stated, “the question arises whether Gaucher’s 
disease may not be the manifestation of an inherent genetic 
defect of the protein-synthesizing matrix of the cells 
resulting in the synthesis of a protoplasmic protein which 
has an abnormal affinity for kerasin and which in combining 
with this gives rise to the entity which has been described 
here.” It has likewise been implied by Uzman that a protein 
defect, with the lipid merely acting in a passive role, is 
also operative in Niemann-Pick disease. 


Possible therapy * With the foregoing in mind, it 
was our thought that if one could completely re- 
strict fat from the diet, theoretically one might 
prevent progression in a patient with Niemann-Pick 
disease, no matter which of the five hypotheses 
might be correct. 

Since all cells are continually reproducing others, 
by necessity there is a continuous turnover of cells. 
Thus death must also occur in the cells which con- 
tain the fat accumulation in Niemann-Pick disease. 
If this were the case, if we could prevent new Nie- 
mann-Pick cells from forming, then a generous 
dose of the Tincture of Time would weed out the 
abnormal cells, make their content of fat available 
to the general metabolic pool, and leave a more 
normal organ function. The patient was placed on 
a diet consisting of a protein hydrolysate (Nutrami- 
gen). It was thought that this preparation, by pro- 
viding no fat whatsoever, might decrease the ab- 
rormal accumulation of lipids. Protein hydrolysate 
might also be beneficial by limiting carbohydrate 
intake; evidence has accumulated suggesting that 
the biosynthesis of fat, and therefore of fatty acids, 
is somehow dependent upon efficient utilization of 
carbohydrate.7° This type of diet is possible in an 
infant where the satiety value of fat in the usual 
diet is not a problem. 


Case history 


A white male infant, aged 16 months, was admitted 
to the pediatric service of the Kirksville Osteopathic 
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Hospital for a chief complaint of hyperpyrexia. The 
mother related that the child had had a cold for 
the past 4 days, and that he had had three previous 
bouts with pneumonia. The current episode was de- 
scribed as consisting of a running nose, productive 
cough, and fever. The child had spent most of his 
life in various hospitals, and he had previously 
been diagnosed as having Niemann-Pick disease. 

This infant was the product of a full-term preg- 
nancy followed by a spontaneous delivery. He had 
been considered apparently normal at birth. An 
umbilical granuloma requiring silver nitrate cau- 
terization was present during the neonatal period. 

At the age of 6 weeks, there had been the onset 
of a cold with rhinitis and cough which had per- 
sisted more or less for 5 months, terminating in 
bronchopneumonia. At this time, the infant had 
been admitted to a hospital because of coughing 
and a temperature elevation. A chest film taken on 
admission to the hospital had been interpreted as 
having scattered loose infiltrate. The pericardiac 
area had suggested possible pertussis to the radi- 
ologist. The infant had not received the usual im- 
munizations. A “cough plate” taken at that time, 
however, was negative. 

One month later he had again been admitted to 
a hospital with pneumonitis. At this time, hepa- 
tomegaly had been observed. There had been no 
previous observation of enlargement of the liver. 
Tests performed at this time revealed elevated bili- 
rubin and alkaline phosphatase values, but other 
tests of liver function were negative. Biopsy speci- 
mens of bone marrow and skin were both reported 
as negative. Before dismissal, an exploratory lapa- 
rotomy was performed, and findings of an en- 
larged liver and spleen were confirmed. A biopsy 
specimen of the spleen revealed vacuolated cells 
which were thought to contain glycogen. 

The child apparently had progressed satisfac- 
torily until he had been hospitalized at 11 months 
for a short period with an upper respiratory infec- 
tion. At age 13 months, the child had again been 
admitted to a hospital, also for a respiratory infec- 
tion. It was at this time that a bone marrow aspira- 
tion of the right tibia had revealed typical Niemann- 
Pick cells, and a diagnosis of Niemann-Pick disease 
was made. 


Physical examination ¢ The vital signs at 16 
months, on his first admission to Kirksville Osteo- 
pathic Hospital, were: pulse rate, 160; respiratory 
rate, 38; temperature, 104.2 F; blood pressure, 
110/64; and weight, 20 pounds, 4 ounces. Inspec- 
tion revealed an infant in obvious respiratory dis- 
tress with a general configuration resembling that 
seen with the celiac syndrome. The pupils were 
equal in size and reacted to light slowly. There was 
a bilateral esotropia, slightly more marked on the 
left. A red macula could not be visualized on 
fundoscopic examination. 

The infant had signs of an upper respiratory in- 
volvement. Auscultation revealed harshness, rhon- 
chi, and rales of the sibilant variety scattered 
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throughout the lungs. The heart rate was approxi- 
mately 160 per minute and physical examination of 
this organ revealed no abnormality. The abdomen 
was protuberant and greatly distended. A small 
upper right rectus scar was evident. There was 
marked enlargement of the liver and spleen, both 
reaching the level of the iliac crest. Inspection of 
the genitals revealed a mild degree of hypospadias 
but no other abnormalities. There was no abnormal 
enlargement of the lymph glands throughout the 
body. It was felt that there was no deficit in the 
function of the cranial and peripheral nerves, with 
the possible exception of the eye signs mentioned. 

The accumulated laboratory results are shown in 
Table I. 


Clinical progress ¢ The patient's first confinement 
was initially stormy, and it was felt that the pneumo- 
nitis was accompanied by congestive failure. The 
child improved on appropriate therapy, and he was 
dismissed on the nineteenth hospital day. 

It was decided during this hospitalization that a 
diet deficient in fats might be advantageous. The 
child was placed on a protein hydrolysate formula, 
as described previously, along with vitamins and 
a hematenic. Subsequently, strained fruits, vege- 
tables, and high protein cereals were added to the 
diet. 

The infant did well; however, at the age of 20 
months, he was again hospitalized for a respiratory 
problem. The weight at this time was 23 pounds, 
a gain of 3 pounds in approximately 3 months, and 
the parents felt that there had been a slight im- 
provement in the infant’s mental alertness. After 
the infant’s condition permitted, a bone marrow 
aspiration of the iliac crest revealed many lipid- 
containing cells, reported by the pathologist as 
typical of the Niemann-Pick disease. Because of 
marked anemia, a blood transfusion was given; 
this seemed to result in a general improvement in 
the mental and physical well being. 

Shortly after the patient was dismissed from the 
hospital, the parents reported that anorexia super- 
vened; the intake of fruits, vegetables, and cereals, 
which had been fairly good previous to hospitaliza- 
tion, became very poor. 

At the time of the latest hospitalization, for per- 
sistent irritability, the diet consisted entirely of 
formula, vitamins, and a hematenic. During the 
interval between hospitalizations, there had been 
a weight gain of 1 pound, 4 ounces. It was felt after 
an examination of the child that there was a vitamin 
deficiency. Although the child still had a celiac 
configuration, it was obvious that longitudinal 
growth had occurred, although no exact measure- 
ment was recorded. This impression was substanti- 
ated by the mother’s comment that he had out- 
grown some of his clothing. 

Distention of the superficial abdominal veins was 
evident, though it was felt by members of the 
house staff that the liver was smaller; its lower 
border lay at the level of the iliac crest when first 


TABLE I—LABORATORY RESULTS 


Age in months 
Test 8 9 14 16 16 20 24 
Leukocytes 4,700 18,050 8,600 6,480 8,600 
Segmented neutrophils 40% 64% 40% 45% 51% 
Lymphocytes 60% 32.5% 43% 55% 45% 
Monocytes 0 3.5% 17% 0 4% 
Erythrocytes 3,580,000 4,170,000 
Hemoglobin 9.8 10.2 9. 8.6 9.5 
Hematocrit 29 27 28 
Reticulocyte count 5 
2 
Urinalysis: 
Chemical neg. neg. neg. neg. 
Microscopic neg. neg. neg. amorphous 
urates 
Ferric chloride neg. neg. 
Galactase neg. 
Coproporphyrin neg. 
Urophorphyrin neg. 
Sedimentation rate 4 
Prothrombin time 14 23 
Control 14 17 
Coombs’ test neg. 
Serum sodium 142 
Serum potassium 5.4 
Serum chloride 108 
Carbon dioxide capacity 46 
Serum calcium 11 11.6 
Serum phosphorus 4 
Alkaline phosphatase 23.4 25 
Cephalin flocculation + — 
Thymol turbidity 5 
Serum cholesterol 173 187 
Esters 64% 
Total plasma lipids 937 
Total proteins 6.1 5.55 
Albumin 4.3 3.95 
Globulin 18 1.6 
Total bilirubin 0.35 0.3 2.65 
Indirect 0.25 0.1 
Nonprotein nitrogen 34 
Blood-urea nitrogen 13 16.6 20 
Uric acid 2.6 
Fasting blood glucose 101 
Postprandial blood glucose 151 
Glucose tolerance test: 
Fasting 94 
1 hour 136 
2 hours 112 
4 hours 102 
Epinephrine stimulation test: 
Fasting 96 
15 minutes 132 
30 minutes 142 
45 minutes 124 


seen (13 cm. from the lower costal margin in the 
anterior axillary line), and at this time it was 5.5 
cm. below the lower costal margin in the anterior 
axillary line. The spleen, which was at the level of 
the iliac crest on the first admission and was now 
located 2 cm. above this level, had not appreciably 
changed in size. 


Discussion 
Although it was felt that the management utilized 
to this point had helped this child—it possibly at 
least prevented further deterioration, which might 
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be expected in this type of case—it certainly was 
not the full answer. 

It might be asked at this point what is the 
essential function of fats in the diet and what 
could be done to meet these needs. Kleiner in- 
cludes the following in his discussion of functions: 
First, fats provide calories; this is apparently not a 
problem in this case, as evidenced by the patient’s 
growth in height and weight. The use of fat as 
protection and support for organs might be con- 
sidered a part of the first-mentioned function. Third 
is the satiety value of fats in the diet, which has 
previously been discussed. Next is the necessity for 
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the essential fatty acids. A preparation containing 
linolenic acid and pyridoxine in the form of an 
emulsion might conveniently meet the needs of our 
patient without providing an excess of saturated 
fatty acids. The intake of water-soluble multivita- 
min preparation was arbitrarily increased to four 
times the usual recommended amount to facilitate 
their utilization in the absence of fat for absorption. 


Additional therapeutic considerations ¢ Crocker 
and Farber® suggest that the apparent lipase-stimu- 
lating effects of heparin deserve trial in this condi- 
tion. Lever, Herbst, and Hurley’ report that in- 
travenous injections of heparin in primary hyper- 
cholesteremic xanthomatosis, in which the values 
for cholesterol and phospholipids are evaluated, 
produced a slight but consistent decrease in the 
amount of cholesterol of the blood serum. Quoting 
from their article, “A single injection of heparin will 
reduce coagulability for only a few hours, whereas 
it might diminish hyperlipemia for several days 
or even longer.” 

Another piece of investigational work along these 
lines by Michajlik and Bragdon® shows that intra- 
venous injection of heparin to rats fed carbohy- 
drates caused an obligatory oxidation of fat, pre- 
sumably through the release of free fatty acids from 
triglycerides. They state that the effect is probably 
explained by the observation that free fatty acid is 
more readily available for oxidation than is trigly- 
ceride. They felt that the injection of heparin with 
chylomicrons through the release of lipoprotein 
lipase permitted a more rapid conversion of the 
triglyceride to the free fatty acid. 

With the foregoing in mind, perhaps by using 
heparin we could further reduce fatty acid availa- 
bility. A study of this type is under way and will 
be reported later. 

There are still other avenues of approach which 
might be used. Gurin,’ citing the work of others, 
states that although large amounts of carbohydrates 


can be converted into fat by the normal animal, 
the process is nearly abolished in the diabetic state. 
Triparanol (MER/29), a preparation reported as 
useful in lowering the levels of both blood and 
tissue cholesterol by inhibition of its biosynthesis, 
warrants trial in this condition. 

Because of the widespread interest in arterio- 
sclerosis and its connection with coronary artery 
disease, much investigational work is being done in 
the field of lipid metabolism. These studies may be 
expected to throw light on the ultimate solution of 
the problem of therapy in Niemann-Pick disease. 


Summary 


A case of Niemann-Pick’s disease is presented. The 
author feels that some beneficial results have been 
seen in this patient as a result of restriction of fat 
intake. This was accomplished through the use of a 
protein hydrolysate formula. It was felt that the 
institution of heparin therapy might contribute 
something to this form of therapy by its facilitation 
of oxidation of fatty acids. This is a preliminary 
report. A subsequent report is planned. 
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The effect of 


diphenhydramine hydrochloride 
on the tuberculin skin test 


THOMAS F. SANTUCCI, D.O.,* Philadelphia, 
Pennsylvania 


Recent knowledge of the genetic and somatic effects of 
radiation has restricted x-ray examination as a mass screen- 
ing device for the detection of tuberculosis among the gen- 
eral population although its use is still recommended for 
populations of high risk.1 


There is no fixed time for the occurrence of 
tuberculosis in the pediatric age group. The first 
task in diagnosis is to decide whether an infant or 
child has been infected with the tubercle bacillus; 
then one must find whether the disease in question 
is tuberculosis.” 

Myers? states: 


The tuberculin test is the most potent weapon the physician 
has against tuberculosis. Anything that nullifies its use [or 
interferes with its reaction] definitely handicaps and post- 
pones accurate diagnosis and is harmful to the eradication 
program. 


There are various methods of performing the 
tuberculin test, such as the scarification or cutane- 
ous test of Pirquet, the intracutaneous test of Man- 
toux, and the patch test of Vollmer. The percuta- 
neous test of Moro is not used in this country, and 
the conjunctival test of Calmette is not safe. In 
clinical practice or when large numbers of tubercu- 
lin tests are to be performed, the intracutaneous 
method is the one of choice.4 A detailed discussion 
of the various methods has no purpose in this study. 

The test used in this study was the intracutaneous 
test of Mantoux utilizing purified protein derivative, 
first test dose (0.00002 mg./0.1 cc. diluted solution ). 
Submitted to the faculty of the Philadelphia College of Osteopathy 


in partial fulfillment of the requirements for the degree of Master of 
Science (Pediatrics), Philadelphia, Pennsylvania, May 1960. 


*Address, 2140 South Broad St. 
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The specificity of this test when properly performed 
is now beyond question.” Nelson‘ states: 


A positive tuberculin reaction is evidence that the person 
has been infected with the tubercle bacillus and is allergic 
or hypersensitive to its protein. . . . With certain exceptions, 
failure to elicit a positive reaction to tuberculin skin testing 
eliminates the possibility of the presence of tuberculous in- 
fection. For several weeks after the entrance of tubercle 
bacilli into the body there is no cutaneous reaction to tuber- 
culin. During advanced or terminal stages of tuberculosis, 
allergy to tuberculin may disappear; at times it is tempo- 
rarily inhibited by such nonspecific factors as severe inani- 
tion, dehydration and acute febrile diseases. 


Slobody® mentions that “a positive reactor may 
become negative during measles, infectious mono- 
nucleosis, other virus diseases, scarlet fever, pertus- 
sis .. . during ACTH and cortisone therapy.” 

The tuberculin skin test is based on an allergic 
response to its protein. Since antihistamines are 
used principally for their antiallergic activities, I 
became quite concerned whether or not they would 
have any effect on the tuberculin skin test. It was 
thus possible that they might handicap and post- 
pone accurate diagnosis and be harmful in an eradi- 
cation program. This question was the genesis of 
this study. 

All the patients in my practice were tuberculin 
skin-tested, using the first strength tuberculin puri- 
fied protein derivative solution (0.00002 mg./0.1 cc.). 
All tests were performed, read, and recorded by me. 
Each test consisted of the intradermal injection of 
0.1 cc. of the test solution into the right forearm. 
The tuberculin syringes and the 27-gauge needle 
were not used for any other purpose. The tests 
were read between 48 and 72 hours, preferably at 
72 hours. All persons having an area of induration, 
with or without erythema, of 5 mm. or more in 
diameter were considered positive reactors. The 
solution used was freshly prepared and refrigerated 
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Fig. 2. Distribution of positive reactors according to age and 
size of induration, after and during administration of antihista- 
mine. 


when not being used. All solutions were discarded 
after 72 hours of dilution. 

The antihistamine used was an elixir of diphen- 
hydramine hydrochloride, each 4 cc. containing 10 
mg. of diphenhydramine hydrochloride.+ This syn- 


+Supplied for this study as Elixir Benadryl Hydrochloride, by Parke, 
Davis & Company, Detroit, Michigan. 


thetic non-narcotic chemical compound was se- 
lected on the basis of its antiallergic activities. 

My practice is chiefly pediatric. Over a period 
of 12 years 3,156 tuberculin skin tests were per- 
formed, 29 of which were positive according to the 
standards listed above. 

One of the positive reactors had a severe dermal 
reaction and was not included in this study. Eight 
of the positive reactors were recalled when the 
antihistamine became available. 

A month after the initial test each of the positive 
reactors was given 2 mg. of diphenhydramine hy- 
drochloride per pound of body weight per day in 
four divided doses. After 2 days of medication the 
test was repeated and read between 48 and 72 
hours, and the medication was continued for a 
total of 5 days. 

The findings prior to the use of the antihistamine 
are illustrated in Figure 1. The effect of the anti- 
histamine on the positive reactors is illustrated in 
Figure 2. As the diagrams show, the performing of 
the tuberculin skin test in the presence of a thera- 
peutic dose of an antihistamine (diphenhydramine 
hydrochloride) in this small series proved to have 
no effect on the tuberculin skin test for a diagnostic 


purpose. 
Summary 


Twenty-nine patients who had positive tuberculin 
reactions, out of 3,156 tuberculin skin tests per- 
formed, were given diphenhydramine hydrochlo- 
ride on the basis of its antiallergic activities. This 
was found to have no effect on the size of indura- 
tion of the positive tuberculin reaction. 


I acknowledge with appreciation the assistance and 
guidance of Dr. William S. Spaeth in preparing this 
thesis. 
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Hydroxyzine in clinical anesthesia 


as studied in a small hospital 


KURT W. PFISTER, D.O.* Detroit, Michigan 


Hydroxyzine,+ 1-(p-chlorobenzhydry] ) -4-[2-(2-hy- 
droxyethoxy) ethyl] diethylenediamine dihydrochlo- 
ride, has been utilized in almost all fields of medical 
practice. This paper reports a study of its applica- 
tion in the field of anesthesiology. To date there 
has been relatively little information published re- 
garding the potency of hydroxyzine in combination 
with various other agents routinely used in anes- 
thesia. 

In order to properly evaluate the clinical re- 
sponse to a new agent used in anesthesia, the three 
rules described by Hoff! should be applied to estab- 
lish the validity of the observations. These rules 
are as follows: (1) the effect of the drug should be 
displayed in such a manner that it may be experi- 
enced in terms of the sensory system in which it 
originally presented itself; (2) the effect must be 
experienced rather than learned, and this experi- 
ence should be as broad as possible; and (3) the 
clinician himself must participate personally in the 
experience. 


Chemistry and pharmacology 


Hydroxyzine is classified as a piperazine derivative; 
alternatively it is considered as a derivative of di- 
phenylmethane. Ataractic activity is definitely ex- 
hibited in its clinical use. It is nontoxic and well 
tolerated when used in recommended doses.2-3 
Hydroxyzine decreases the spontaneous motor 
activity of mice, and potentiates the anesthetic ef- 
fort of hexobarbital.4 It was shown to be excreted 
in significant amounts in the urine of human volun- 
*Address, Detroit Osteopathic Hospital, 12523 Third Ave. 
+Hydroxyzine (Vistaril) was supplied for this study by the Medical 


Department of Pfizer Laboratories, Division of Chas. Pfizer & Co., 
Inc., Brooklyn, New York. 
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teers. Hypotony is induced in rabbits and mice 
when hydroxyzine is administered. The animals ex- 
hibit quietness without impairment of consciousness 
or interference with reflexes.5 These effects are ob- 
served as early as 1 to 2 minutes after intravenous 
injection. Hydroxyzine has also effectively antago- 
nized and blocked the spasmogenic actions of 
acetylcholine, reserpine, serotonin, histamine, and 
posterior pituitary extract.6 The usefulness of hy- 
droxyzine has also been suggested in controlling 
anxiety, tension, apprehension, and psychomotor 
agitation. Burrell, Gittinger, and Martinez’ re- 
ported on the use of hydroxyzine hydrochloride as 
an antiarrhythmic drug. 

Study of hydroxyzine parenteral solution was 
undertaken at this hospital in order to determine, if 
possible, the following: (1) optimal adult preanes- 
thetic dosage, (2) influence of hydroxyzine on vol- 
ume dosage of intravenous barbiturates during 
anesthesia, (3) influence of hydroxyzine during 
regional or conduction anesthesia, (4) influence 
upon recovery time from general anesthetics, and 
(5) adverse reactions of hydroxyzine in anesthesia. 
During the course of this study, use of the agent 
was completely under the control of the Depart- 
ment of Anesthesiology, in order that complete rec- 
ords and observations could be made. 


Methods and materials 


Hydroxyzine was used in 200 surgical cases. These 
were divided into 102 cases for premedication of 
general surgical patients, 77 cases for obstetric and 
urologic procedures under regional or conduction 
blocks only, 15 cases in which hydroxyzine was 
used adjunctively for hypertension approximately 
24 hours preoperatively, and 6 cases in which ar- 
rhythmias developed during operation. 

The dosage of hydroxyzine was individualized. 
taking into consideration extremes of age, physical 
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condition, and degree of apprehension. To insure 
all adult patients a restful night’s sleep before op- 
eration, 50 mg. of hydroxyzine and 50 to 75 mg. of 
pentobarbital were given intramuscularly, between 
9:30 and 10:00 p.m. The preoperative sedation 
again was individualized on the morning of opera- 
tion, in dosages of 100 to 200 mg. of hydroxyzine 
and 50 mg. of pentobarbital, 2 hours preoperatively, 
followed by 50 mg. of meperidine and 0.3 to 0.4 
mg. of scopolamine or atropine 1 hour preopera- 
tively. Patients who exhibited great anxiety or se- 
vere apprehension during the preanesthetic evalua- 
tion and persons who were large and muscular 
were given the larger doses of hydroxyzine. 

All patients brought to the operating room were 
drowsy or apparently sleeping lightly. They re- 
sponded physically and mentally to all commands 
and questions. There was no disorientation as to 
place or time, nor were there any patients who 
could be classified as oversedated. 

Hydroxyzine was given preoperatively in doses 
ranging from 25 mg. to 200 mg. The ages of the 
patients varied from 20 months to 85 years. Pedi- 
atric anesthetic induction was carried out with 
either divinyl ether or cyclopropane and oxygen. 
Adult anesthesias were carried out by induction 
with intravenous barbiturate drip, followed by ni- 
trous oxide and oxygen, or other types of anesthetic 
gases. The procedures where hydroxyzine was used 
are listed in Table I. 


TABLE I—PROCEDURES IN WHICH HYDROXYZINE 
WAS USED 


Procedure No. cases 


Appendectomy 

Resection of bowel 

Biopsy or breast amputation 

Cholecystectomy 

Gastric resection 

Hernioplasty (ventral and inguinal ) 

Transurethral resection 

Hemorrhoidectomy 

Cesarean section 

Abdominal hysterectomy 

Vaginal hysterectomy 

Miscellaneous pelvic operations (ovarian, etc. ) 

Cystocele-rectocele 

Adenotonsillectomy 

Orthopedic procedures 

Miscellaneous 

Nephrectomy 

Procedures under spinal block 
(obstetric and genitourinary ) 

Arrhythmias during operation 

Adjunctive use of hydroxyzine in 
hypertensive patients 


Total 200 


Of the 200 patients observed, 2 patients were 
diabetic, 5 were asthmatic, and 19 were considered 
poor risks because of coincidental cerebrovascular 
or cardiovascular disease. Approximately one fourth 
of the 200 cases were geriatric patients. 
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Results 


Prior to this study, the same anesthetic combina- 
tions had been used with other ataractic drugs, in- 
cluding phenothiazines. It was observed that by the 
preanesthetic use of hydroxyzine, smaller dosage of 
intravenous barbiturate was required during the 
course of operation. In all cases where a general 
anesthetic was used, an 0.2 per cent drip of thia- 
mylal sodium or thiopental sodium solution was 
started for induction purposes, followed by nitrous 
oxide and oxygen and a muscle relaxant. It was 
established that the total intravenous dosage of 
barbiturates needed, when premedication included 
hydroxyzine, was approximately 150 to 300 mg. less 
during the course of the anesthetic than when other 
ataractic drugs were employed. When used as a 
sedative during a procedure in which the patient 
was under conduction anesthesia, hydroxyzine was 
considered to be superior to either intravenously 
administered pentobarbital or secobarbital. The 
patients slept lightly or were sufficiently drowsy so 
that they displayed no apprehensiveness about 
their surroundings. 

Respiratory and cardiovascular depression was 
not noted in these patients. Cough did occur fre- 
quently when hydroxyzine was given rapidly by 
vein during conduction anesthesia. The intramus- 
cular injection of hydroxyzine did not cause any 
more discomfort or pain than any other type of 
injection. 

The recovery time following operation was noted 
to be greatly reduced. Several patients reacted just 
before being lifted from the operating table to the 
stretcher. Eyelid reflexes, swallowing reflex, and 
coordinated movements of the head and neck and 
hands were noted to return within 20 to 45 minutes 
after operation. A few patients dozed off again after 
having reacted and slept for an hour or more but 
showed no ill effects such as hypotension, delirium, 
or restlessness. 

The postoperative orders for narcotics, bella- 
donnas, and sedatives were left in the hands of the 
anesthesiologist for the first 24 hours. At no time 
was more than 50 mg. of merperidine or 10 mg. of 
pantapon required by any patient, and the time of 
injections was spaced at 6-hour intervals, instead of 
the “q. 4 h. for pain, p.r.n.” used previously by the 
surgical department. Only two instances of post- 
operative nausea were encountered, and these were 
treated satisfactorily by the use of additional hy- 
droxyzine intravenously. 

No ill effects were noted from the larger doses of 
hydroxyzine. It was noted, however, that those pa- 
tients who received 175 to 200 mg. of hydroxyzine 
preanesthetically did fall asleep after having re- 
acted, and they slept for several hours. On awaken- 
ing, they stated that they felt well and some re- 
quested food. 


Summary and conclusions 


Hydroxyzine administered by intravenous or intra- 
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muscular routes has been found to be a safe and 
dependable calmative agent. Its many other phar- 
macologic actions make it very desirable in supple- 
menting general or conduction anesthesia. It is best 
used in combination with pentobarbital or seco- 
barbital, 2 hours prior to the operative procedure, 
followed by a narcotic and a drying agent, 1 hour 
preoperatively. It definitely reduces the dosage of 
sedatives and narcotics needed preoperatively. The 
total dosage of anesthetics, such as thiopental or 
thiamylal sodium, needed during surgical proce- 
dures is also significantly decreased. 

The clinical impressions gained as the objectives 
of this study of hydroxyzine are as follows: 

1. The optimal amount of hydroxyzine as a pre- 
operative agent for adults is between 100 and 175 
mg. Larger doses, in my opinion, serve no useful 
purpose although they are well tolerated without 
adverse effects. 

2. Hydroxyzine significantly reduces the total 
dosage of the intravenous barbiturates required 
during surgery. 

3. During regional and conduction anesthesia, 
patients may sleep lightly, displaying no apprehen- 
siveness about their surroundings. 

4. Patients recover rapidly from general anesthet- 
ics usually in less time than with previously used 
ataractic drugs. 

5. In this series of cases no adverse reaction was 
noted that could be attributed to hydroxyzine used 
either intravenously or intramuscularly. 

In addition, the following observations were 
made during the course of this study: 

1. Reduced need for postoperative narcotics may 
be attributed to either the resultant patient equanim- 
ity or reduction in the psychic impact of expe- 
rienced pain. 

2. Minor arrhythmias encountered during the 
course of surgery may have been favorably influ- 
enced by the administration of additional intrave- 
nous hydroxyzine. 

It is hazardous to make hard and fast rules from 
clinical impressions or clinical studies representing 
a small number of cases. This study of 200 cases 
serves only as an impression of the usefulness of 
hydroxyzine, which appears to be an excellent anti- 
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It is hazardous to make hard and 
fast rules from clinical impressions 
or clinical studies based on a 
but the 
impression gained from the study 


small number of cases... . 


of the 200 cases in this series is that 
detailed investigation of hydroxyzine 


in anesthesiology appears warranted 


emetic and adjunct to the sedatives, narcotics, and 
anesthetics routinely employed. I was very much 
impressed by the “equanimity” produced in many 
patients brought to the operating room. They did 
not have a “drugged” or oversedated appearance 
but were dozing and “at peace with the world,” ex- 
hibiting neither hypnosis nor euphoria. Detailed 
investigation of hydroxyzine in anesthesiology ap- 
pears warranted. 


Appreciation is expressed to Robert Hite, D.O., and 
to Jack Mekjian, D.O., interns at Northwest Hospi- 
tal, Miami, who aided in this study. 
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Congenital cystic 


adenomatoid pulmonary malformation 


in a newborn: Case report 


OTTO M. KURSCHNER, A.B., D.O., M.Sc. (Ped.), 
F.A.C.O.P.,* Delaware Township, New Jersey, 
MISCHA F. GROSSMAN, B.A., D.O., Camden, 
New Jersey, and DONALD C. GUERDAN, B.S., 
D.O., Hatfield, Pennsylvania 


Recognition of congenital cystic disease of the lung 
is difficult because of lack of proof of the congenital 
nature of the lesion. Caffey! maintains that con- 
genital cysts are very rare, and that most cystic 
lesions go through a natural regression and should 
therefore not be surgically extirpated. It is true that 
neonatal asphyxia associated with the formation of 
hyaline membrane or with Streptococcus pyogenes 
pneumonia occasionally causes formation of cysts, 
and these resorb quickly. There are, however, several 
reports of true congenital pulmonary cysts which 
have caused respiratory difficulty and displacement 
of the heart and mediastinum away from the affected 
side.2 Some of the largest cysts are lined with carti- 
lage-containing walls. Increasing air tension within 
the cyst calls for definitive operative measures.° 

Congenital cystic adenomatoid malformation of 
the lung in four infants was described recently by 
Craig, Kirkpatrick, and Neuhauser.4 These cases 
were characterized by early cyanosis, tachypnea, 
and displacement of the mediastinum to the oppo- 
site side by an enlarged lung containing a soft-tissue 
mass with numerous air-containing structures. In 
three of these cases, surgical extirpation was car- 
ried out successfully within the first 2 weeks of life. 
However, in spite of a similar treatment, the fourth 
infant died. 

A similar case of congenital cystic malformation 
was discovered at Cherry Hill Hospital on July 27, 
1960, in an infant 1% days old. A successful lobecto- 
my was carried out just 2 days later. 


*Address, Cherry Hill Hospital, Chapel Ave. and Coopers Landing Rd. 
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Case report 


This white infant was delivered at full term after a 
gestation period in which the mother complained of 
constant weakness and mild epigastric pain. The 
birth was uneventful; the infant’s weight was 7 
pounds, 6% ounces. From the first to the third stage 
of labor was approximately 10 hours. This 21-inch 
male infant was delivered from the right occipito- 
anterior position. 

The mother was 22 years old and in good health. 
She had had one previous pregnancy approximately 
1 year before, at which time she delivered a 4- 
pound infant in normal condition. Her blood type 
was O, Rh positive, as was the father’s. 

The baby was slightly cyanotic at birth, but he 
was given oxygen and his color improved within 1 
hour. He was given nothing by mouth for 12 hours, 
then 5 per cent glucose solution, 3 fluid ounces 
every 4 hours, which he took well for the next 12 
hours. During the first 24 hours, the infant was cir- 
cumcised. At the thirty-sixth hour of life, the nurse 
noticed that the baby’s color was poor; he was 
rather dusky in appearance, and his respirations 
appeared “labored and jerky.” The infant was 
placed in an Isolette with 40 per cent oxygen. In- 
travenous fluid was started through the umbilical 
vein. This consisted of 5 per cent glucose in half- 
strength saline, and it was given at the rate of ap- 
proximately 2 drops per minute. 

Physical examination at that time revealed a male 
infant with rapid respirations, deep sternal retrac- 
tion, and with a shift of the heart far to the right. 
No breath sounds were heard on the left side, but 
they were clear over the right thorax. There was 
dullness to percussion over the entire left hemi- 
thorax and the major part of the right side. 

Roentgenograms revealed mediastinal and car- 
diac shift to the right (Fig. 1). The right lung ap- 
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peared normal; the left lung seemed to be larger, 
blown up, and made up of masses of increased den- 
sity separated by air-filled cavities. In order to rule 
out the possibility of diaphragmatic hernia, Iodo- 
chlorol contrast medium was instilled into the in- 
fant’s stomach. Follow-up films showed the opaque 
substance to be distributed in a normal fashion in 
the stomach, intestinal tract, and finally in the de- 
scending colon and the sigmoid region (Fig. 2). 

High doses of antibiotics were given to the 
child, and he was kept in oxygen and in a humid 
atmosphere for 2 more days. Since repeated roent- 
genograms following these 2 days’ observation did 
not show any change for the better, in the opinion 
of the attending pediatricians and radiologists, this 
case was similar to those reported by Craig, Kirk- 
patrick, and Neuhauser,’ and it was decided to do 
at least an exploratory thoracotomy. 

The chest was entered through the fourth inter- 
space, There were no pleural adhesions. The left 
upper lobe was very large and occupied almost the 
entire left pleural cavity. It consisted of areas of 
both solid and soft consistency. The lung was heavy 
and contained almost no free air. No free fluid was 
present in the pleural cavity, and the lower lobe 
and the lingula were normal. Exposure here was 
moderately difficult, because of the large size of 
the left upper lobe. A typical left upper lobectomy 
with exclusion of the lingula was attempted. This 
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actually made it a segmental resection, in which 
the two segments of the left upper lobe were re- 
moved. The operation progressed without too much 
difficulty and, at the end of the procedure, the re- 
maining parts of the left lung filled about two thirds 
of the pleural cavity. Two drains in different areas 
were put in the left pleural cavity, in order to en- 
sure adequate drainage of hemorrhagic fluid and 
allow escape of any air that might leak through the 
opened alveoli. The child tolerated this procedure 
well and recovered from the anesthesia without any 
difficulty. 

In the gross specimen there was a multicystic 
area filled with serous fluid, giving a kind of honey- 
comb structure to certain parts of the excised lung 
tissue. The total specimen weighed 44 grams. On 
cut section, the lung showed numerous cystlike 
areas of varying sizes, with small interstitial par- 
enchyma separating them. Some of the spaces con- 
tained slightly reddish frothy material. No identifi- 
able cartilage-supported bronchi were seen. There 
seemed to be no connection between the bronchus 
and any of the cystic spaces. On microscopic exam- 
ination, large, dilated, irregular channels lined by 
columnar epithelium, some ciliated, and many small 
polypoid epithelial layers were seen to line the 
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Fig. 3 


larger spaces, supported by muscle and fibrous tis- 
sue. In a few areas, some of these channels had high 
columnar mucus-producing epithelium. (These are 
considered by some to be misplaced bronchial tubu- 
lar glandular epithelium. ) Squamous epithelial cells 
were seen in some of the spaces, indicating aspira- 
tion of amniotic sac contents. The pathologic diag- 
nosis was adenomatoid cyst, upper lobe, left lung. 

Following the operation, the respirations of the 
infant became normal. Clinically and roentgeno- 
graphically, the mediastinum turned to a normal 
position. The remainder of the left lung occupied 
the whole of the pleural space, at the time of dis- 
charge, 9 days postoperatively. Follow-up examina- 
tion 6 weeks later showed that the infant continued 
to do well, and roentgenograms taken at that time 
showed striking improvement (Fig. 3). 


Summary and conclusions 


A case of congenital cystic adenomatoid pulmonary 
malformation in a newborn, treated surgically, has 
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been presented. A review of the reported cases of 
similar malformations indicates that early operation 
is the proper treatment. This case, as well as the 
four reported by Craig, Kirkpatrick, and Neu- 
hauser,* have identical features with those described 
by Chin and Tang® as “congenital adenomatoid 
malformation.” They reported on eleven cases which 
were seen at autopsy. Eleven additional cases have 
been found reported in the literature.4 All of these, 
with the exception of the case of Fischer, Tropea, 
and Bailey,® and that of Graham and Singleton’ 
were seen in infants coming to autopsy. These last 
two cases®:7 were successfully treated by surgical 
extirpation. 
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Correction 


In the article, “Topical application of menadione, 
a synthetic vitamin K: Preliminary report,” by A. P. 
Ulbrich, B.S., D.O., Detroit, Michigan, which was 
published on pages 370-373 of the January Jour- 
NAL, the product referred to as Benemid in the 
last line of the first paragraph beginning in the 
second column, page 370, should have been Beno- 
quin. We regret the error. 
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A report to the membership 


(continued) 


TRUE B. EVELETH, D.O., Executive Director, 
American Osteopathic Association 


In the January and the March issues of THE Jour- 
NAL OF THE AMERICAN OSTEOPATHIC ASSOCIATION, 
detailed and factual information was published 
concerning the negotiations in the State of Cali- 
fornia looking toward the amalgamation of the 
California Osteopathic Association and the Cali- 
fornia Medical Association. The purpose in pub- 
lishing this information has been to inform the 
entire membership of the American Osteopathic 
Association of developments in these negotiations 
and of the actions taken by the A.O.A. in carrying 
out the policy and will of the members of the 
Association as expressed officially by its House of 
Delegates. 

In the March JourNAt we reported the special 
meeting of the House of Delegates in Miami Beach 
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EDITORIALS 


on January 22, 1961, when the House concurred 
in the action of the Board of Trustees in revoking 
the charter of the C.O.A., granted a charter to the 
newly formed divisional society (Osteopathic Phy- 
sicians and Surgeons of California), and directed 
that every effort be made to assist the new society 
in getting established and in working toward its 
announced goal—the maintenance of the osteo- 
pathic profession as a separate entity. 

A special meeting of the Executive Committee of 
the A.O.A., together with members of the Con- 
ference Committee, was held in Chicago on Febru- 
ary 18 and 19 to discuss and plan the program of 
action in supporting the osteopathic profession in 
California. 

To assure that the staff membership requirement 
as stated in the Code Books for registered hospitals 
and hospitals approved for the training of interns 
and residents was being complied with, the Execu- 
tive Committee directed that a letter be sent at 
once to all such hospitals calling their attention to 
the standing requirement that “the staff must be 
composed of licensed osteopathic physicians who 
are members of their national and divisional asso- 
ciations, and local associations where such exist,” 
and setting the date of March 25, 1961, as the time 
by which these hospitals must show evidence that 
their staffs meet this requirement. Failure to comply 
with this requirement will jeopardize the continued 
approval of a hospital and will prevent it from 
contracting for new interns to begin service as of 
July 1, 1961. The Executive Committee instructed 
the Committee on Hospitals to permit present in- 
terns and residents to complete their training pro- 
grams with full approval until July 1, 1961. 

Many replies to these letters of notification to 
registered and approved hospitals have been re- 
ceived, the majority with the information that all 
staff members maintain the required memberships 
in their national, state, and local associations. Some 
letters (from California) express the inability of 
the hospital management to give assurance that the 
required memberships are being or will be main- 
tained, particularly membership in the duly rec- 
ognized divisional society. Other letters contain 
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requests for an extension of the deadline date of 
March 25 to July 1962. 

The Steering Committee of the Board of Trustees 
of the A.O.A., meeting with officers and other rep- 
resentatives of the Association on March 26, con- 
sidered these requests and voted to support the 
action of the Executive Committee in keeping the 
deadline of March 25. 

The officers of the A.O.A. and the Steering Com- 
mittee pledged to the Board of Trustees of the 
College of Osteopathic Physicians and Surgeons 
their determination to maintain the College as an 
osteopathic institution. 

With regard to specialists, the A.O.A. Board, at 
its meeting last January, directed that the Model 
By-Laws for Certifying Boards be amended to pro- 
vide that certified specialists must maintain mem- 
bership “in the divisional society of the American 
Osteopathic Association of the state or province in 
which he practices, where such exist,” in addition 
to the required membership in the A.O.A. Although 
the by-laws of the majority of the specialty boards 
contain this provision, all the boards have been 
notified of this requirement and directed to so 
amend their by-laws if they do not now contain 
such a membership requirement. The Board further 
directed that annual reregistration of all certified 
specialists hereafter will be made only on evidence 
of membership in the A.O.A. and in the divisional 
society of the A.O.A. of the state or province in 
which the diplomate practices. 

The essence of the “package” under negotiation 
in California was outlined in both the January and 
the March issues of THE JourNAL and an “agree- 
ment” or “contract” between the C.O.A. and the 
C.M.A. now in process of acceptance further under- 
scores the principles involved. 

The “purposes” of the agreement are stated as 
follows: “This agreement.is made and entered into 
for the primary purposes of improving the health 
services available to the citizens of the State of 
California, and expanding medical teaching facili- 
ties in the State.” The agreement also states that 
“jt is also a primary purpose of the parties hereto 
that upon the students at the present College of 
Osteopathic Physicians and Surgeons in Los An- 
geles or its successor becoming eligible to be li- 
censed by the State Board of Medical Examiners, no 
new or additional physician and surgeon’s certifi- 
cates shall thereafter be issued by the State Board 
of Osteopathic Examiners.” 

According to the proposed agreement, the C.O.A. 
is to negotiate a contract with the College of Oste- 
opathic Physicians and Surgeons to accomplish the 
conversion of the college into an approved medical 
school issuing the M.D. degree and with a change 
in the name of the college. That the acquisition of 
the College is the prime purpose of the amalgama- 
tion is attested by the following statement in the 
agreement. “In the event that the C.O.A. is unable 
to enter into such an agreement [with the College], 
the C.M.A. shall have its option to declare this con- 
tract entirely null and void.” 
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W. N. Hubbard, Jr., M.D., Dean of the Medical 
School of the University of Michigan, reportedly as 
a representative of the Association of American 
Medical Colleges, conducted a consultation survey 
of C.O.P.S. requested by the California Board of 
Osteopathic Examiners. The report indicates that 
“provisional accreditation” of C.O.P.S. can be rec- 
ommended if the Board of Trustees and the faculty 
of the College are desirous of converting it into a 
medical school, and that “in the interim period of 
provisional accreditation, the College would have 
all the rights and privileges of a fully accredited 
institution.” However, full accreditation is not an- 
ticipated for a period of 5 years. In the meantime, 
as a part of the transition plan, “to the fullest pos- 
sible extent, M.D.’s should be incorporated into the 
faculty structure.” 

Another suggestion of Dr. Hubbard's is that for 
the next 3 or 4 years the number of students ad- 
mitted be limited to approximately sixty. If this 
suggestion should be put into effect, the number 
of doctors available to the citizens of California 
would be decreased rather than increased. 

With regard to the change in status of the Col- 
lege, Dr. Hubbard’s report states: “An expression of 
determination by the Board of Trustees and the 
Faculty of the College of Osteopathic Physicians 
and Surgeons in Los Angeles to undertake the tran- 
sition to a fully accredited medical school is of the 
first order of importance. This expression should be 
available as soon as possible in order that all other 
efforts may be made meaningful.” 

Under the proposed agreement the C.O.A. is to 
change its name and become a component society 
(state-wide) of the C.M.A. If and when “all per- 
sons who are members of such society shall become 
members of their respective county medical socie- 
ties, [with the consent of those societies],” such 
society shall dissolve itself and “upon such dissolu- 
tion, all of the assets then remaining of such society 
shall, so far as is legally possible, be transferred and 
conveyed to the College of Osteopathic Physicians 
and Surgeons, or its successor.” 

In order to accomplish the various changes con- 
templated in the “agreement,” it will be necessary 
to amend the constitution and by-laws of the Cali- 
fornia Medical Association, to amend the Business 
and Professional Code of the State of California, 
and to amend the Initiative Act so as to provide, 
among other things, that in the future the Act may 
be amended or modified by the Legislature. And 
further, “When the number of persons who are 
subject to the jurisdiction of the Board of Oste- 
opathic Examiners reaches ten or less, the Legisla- 
ture may repeal said Act, as amended, in its en- 
tirety and transfer any or all of its functions to the 
Board of Medical Examiners.” 

The parties to the agreement contemplate that 
the conditions precedent to the amendment of the 
Business and Professions Code and the Initiative 
Act “shall all be met on or before May 15, 1962.” 

The “Agreement” has been approved by the 
Board of Trustees of the C.0O.A. (March 11) and 
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by the Council of the C.M.A. (March 18). With 
considerable fanfare, the ceremony of affixing the 
signatures of the presidents of the C.M.A. and the 
C.O.A. to the “Agreement” took place on March 29 
in the Biltmore Hotel in Los Angeles. It needs, 
in addition, to be approved by the House of Dele- 
gates of the C.M.A. which meets on April 29-May 
2, 1961 and by the House of the C.0.A. which meets 
on May 17, 1961. 

The legal counsel for the California Medical 
Association has received from F. J. L. Blasingame, 
M.D., Executive Vice President of the A.M.A., as- 
surance (1) that the contemplated unification of 
C.O.A. with C.M.A. would not violate any policy 
of the A.M.A., (2) that there is no procedure within 
the structure of the A.M.A. whereby the proposed 
unification can be submitted for approval, (3) that 
if unification is effected it would not be reviewed 
by any board or agency of the A.M.A. for the pur- 
pose of approving or disapproving it, and (4) that, 
in any event, any such unification would not be 
refused by any board or agency of the A.M.A. This 
is contrary to information obtained in meetings of 
the Conference Committees. 

So, aided and abetted by the leadership of 
the C.O.A., the C.M.A. is speedily proceeding to 
attempt to cut off the osteopathic profession in 
California at its roots so as to assure that no new 
members will be added, with the hope that the 
profession in California will cease to exist as a com- 
petitive force and the medical profession will have 
acquired, for a song, a new medical college and 
hospital facilities. 

The Committee on Colleges of the A.O.A. held 
its annual meeting in Los Angeles early in March 
and visited the College of Osteopathic Physicians 
and Surgeons. Members of the faculty and admin- 
istrators with whom the members of the Committee 
conferred were cordial and cooperative. The Com- 
mittee assured the College representatives that it 
was vitally interested in and willing to do every- 
thing possible to insure the continuance of the Col- 
lege as an osteopathic institution. The Committee 
also met with representatives of the Board of Trus- 
tees of the College at a dinner on March 9. 

The Executive Committee of the American Asso- 
ciation of Osteopathic Colleges, which met on 
March 25 to consider the issues affecting that or- 
ganization in the pending decision of the Board of 
Trustees of the College of Osteopathic Physicians 
and Surgeons concerning the future of that college, 
adopted a statement of purpose and intent in the 
following words addressed to the members of the 
Board of Trustees of C.O.P.S. 

“The decision of your board is of vital impor- 
tance to all the other member colleges. We have 
been for over half a century a closely knit, coopera- 
tive, and highly interdependent group. We have 
shared in public acceptance and legal recognition. 
We have been national, not regional, institutions. 

“Our component members have recognized their 
national responsibilities as philanthropic organiza- 
tions operating as a public trust in the interests of 
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better health care. We have sought and gained fi- 
nancial and other support, minimal at first but in 
increasing amounts in recent years, from members 
of the osteopathic profession, from government and 
from private and public philanthropy. In asking 
for this support we have consistently stated that it 
would be used to strengthen and develop the oste- 
opathic school of practice as a separate and inde- 
pendent profession. We have never suggested that 
the schools would be built up in order to be con- 
verted to colleges of medicine prohibited from 
giving any indication of their osteopathic history 
or purpose. 

“Our Boards of Trustees have repeatedly and re- 
cently affirmed their acceptance of these responsi- 
bilities and their moral obligation to adopt policies 
toward those ends, policies that are not influenced 
by the temporary individual or group interests or 
desires of segments of this or other professions. 

“Fully aware of the problems presented by the 
California situation, your sister colleges are actively 
carrying out development programs which are de- 
signed to emphasize their determination to remain 
as osteopathic institutions. They are convinced that 
osteopathic medicine still has a major contribution 
to make to the public health. This contribution can 
only be made, for the foreseeable future, as an in- 
dependent profession. They now have the resources 
in hand or in sight to do it. 

“The Philadelphia, Kirksville, Chicago, Kansas 
City and Des Moines colleges have acquired or 
been assigned land by purchase or through urban 
renewal. This land will be used for campus devel- 
opment and new buildings. Money for these de- 
velopments is being actively raised through capital 
campaigns and through fund fulfillment programs. 
Within the last year the profession and the individ- 
ual colleges combined have had grants or firm 
commitments for $7,400,000 from sources other 
than government grants or the Osteopathic Prog- 
ress Fund. We are convinced that the well-directed 
campaigns of the American Osteopathic Association, 
working with the individual colleges, can maintain 
a high level of gift support of this kind. 

“It is our earnest hope that our colleges can con- 
tinue to present a united front as osteopathic insti- 
tutions. They can meet the ever changing challenges 
and serve the historic purposes of our institutions 
in the same responsible spirit they have shown in 
the last sixty years. 

“We are greatly heartened to know you share 
this hope and this belief and we are anticipating a 
strong definitive position to this effect on the part 
of your Board. We earnestly request that no serious 
consideration be given to any other course without 
conference with the leaders from among the trus- 
teeship of your sister colleges and the lay friends 
of the profession. We pledge you the wholehearted 
support of all of us.” : 

That phvsicians with full practice rights and 
hospital privileges would negotiate for rights and 
privileges based on long-range hopes and efforts 
and intentions, an M.D. degree after a waiting 
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period of a year, and particularly at the price of an 
established college of osteopathy, is incomprehen- 
sible. It would appear that the M.D. degree is the 
reward that is being offered—“comply with all the 
conditions, humiliating though they be, and get the 
degree; fail to comply, and no degree will be is- 
sued.” 

Figuratively speaking, although the members of 
the profession in California have been accustomed 
to eating cake, their leaders seem to be willing to 
accept for them a piece of dry bread and they ap- 
parently feel flattered that it has been proffered. 

It is evident that not only members of the oste- 
opathic profession in California will need to make 
a decision, but also the citizens of the state who 
established the Initiative Act and who, it is now 
suggested, agree to yielding control to the state 
legislature and thereafter to the rescinding of the 
act in its entirety. 

Stripped of its deceptive covering, the amalgama- 
tion plan proposes that the people of the state, who 
have by their votes established by law a Board of 
Osteopathic Examiners and a large county hospital, 
shall now be asked by their votes to declare that they 
no longer wish to have the services of osteopathic 
physicians and surgeons, and that all medical care 
in the state shall henceforth be under the control 
of a monopolistic organization. The manner in which 
the plan is apparently being urged upon individuals 
from the top down is undemocratic, arbitrary, and 
if not immoral, certainly reprehensible. 

We cannot believe that members of the profes- 
sion will yield to the pressures being exerted to 
persuade them to renounce their heritage and their 
independence, to give their college away, and to 
accept subordinate status as a segregated compo- 
nent society of a state medical society with the 
hope, but not the promise, of later membership in 
regular district societies of the C.M.A. 

We hope that there are in California a sufficient 
number of discerning D.O.’s, proud of their herit- 
age, confident that they are on the side of the 
right, and jealous of their ability to govern them- 
selves in an independent professional organization, 
to withstand the blandishments of the medical or- 
ganization and decide to maintain osteopathy and 
its institutions as separate and independent entities. 


“Back pain 


and hyperaesthesia” 


The value of “letters to the editor” as a regular sec- 
tion of THe JourNat has often been stressed in 
these pages, once not too long ago.! A recent ex- 
change of letters in The Lancet provides another 
illustration of the way this principle works, on a sub- 
ject is of special interest to osteopathic physicians. 

The matter began with an article entitled “Back 
Pain and Hyperaesthesia,” by J. R. Glover, which 


1. Notes and comments: Letters to the editor. J. Am. Osteop. A. 
57:735-736, July 1958. 
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appeared in the issue for May 28, 1960. Dr. Glover 
pointed out that although in industrial practice the 
occurrence of a “disk syndrome” is rare, there is a 
different and well-defined syndrome which can be 
elicited in more than 85 per cent of patients usually 
described as having torticollis, fibrositis, pleuro- 
dynia, myalgia, lumbago, or sacroiliac strain. The 
syndrome, he said, is characterized by skin hyperes- 
thesia associated with a tender spot, a dull ache, 
and limitation of spinal movement by pain. The 
painful back syndrome can appear and disappear 
without the symptoms or signs of a prolapsed inter- 
vertebral disk. Pain is common to both syndromes, 
but with a chronic disk lesion the pain is lancinating 
and may follow the course of a nerve, whereas in 
the painful back syndrome the pain is duller and 
more diffuse. 

Among 100 patients studied in detail by Dr. 
Glover, 132 areas of hyperesthesia were found in 86 
patients, and these areas followed the sclerotomes 
rather than the dermatomes. After one successful 
manipulation the syndrome usually disappeared 
within a few minutes. Manipulation of the thoracic 
region was by rotation with the patient sitting with 
his hands behind his neck; for the lumbar and sac- 
ral regions the spine was rotated with the patient 
lying in the Sims position with the affected side 
uppermost. 

Although the exact anatomic structure at fault 
could not be identified, Dr. Glover suggested that 
the hyperesthesia adjacent to the spine might be 
the skin component of pain arising in deep mesoder- 
mal structures. He thought that the syndrome could 
be caused by nipping of the synovial membrane be- 
tween the interarticular facets of the sacroiliac 
joint, or by tension of a joint ligament. 

After the article, the stream of letters began. The 
first two, written by Alan Stoddard and T. M. 
Mitchell-Fox, appeared in the June 11 issue. The 
latter expressed his agreement with Dr. Glover's 
article, and said, “I feel bound to point out that the 
back syndrome described is no other than the os- 
teopathic lesion which has been recognised for 
many years.” Dr. Stoddard made the same point, 
and then went on to list various definitions of the 
osteopathic spinal lesion: “an acute or chronic joint 
strain” (Macdonald and Hargrave-Wilson, 1935), a 
“joint bind” (Mennell, 1952), and his own defini- 
tion, a “condition of impaired mobility in an inter- 
vertebral joint.” 

The differences in theory have not prohibited 
development of practical treatments for this condi- 
tion, Dr. Stoddard pointed out. As a case in point, 
he referred briefly to his own Manual of Osteo- 
pathic Technique, reviewed in the June 1960 Jour- 
NAL. Finally, he presented the case for early recog- 
nition and treatment by manipulation of these 
minor joint lesions, on the ground that they persist 
and eventually lead to degenerative changes. 

The next reaction, on July 2, was by J. H. Cyriax, 
who stressed the part played by the intervertebral 
disk in causing fixation or internal derangement, 


and sharply discounted the part played by osteo- 
pathic research in elucidating the nature of verte- 
bral lesions. 

Two weeks later, on July 16, came a letter by 
W. Hargrave-Wilson. He called the attention of 
readers to the wisdom of Dr. Glover’s ambiguity 
about the pathologic mechanism of vertebral le- 
sions, and pointed out that Dr. Cyriax had fallen 
into that very trap by suggesting that “an internal 
derangement of the spine,” specifically relating to 
intervertebral disks, was the only cause of pain. “I 
wish I could share his confidence that this is what 
happens,” he said. “For years osteopaths (equally 
ignorant of exactly what goes on in the spinal 
joints) have pointed out that this syndrome exists 
and is relieved by manipulation. . . . The osteopaths 
must be forgiven for attaching too much importance 
to this spinal lesion when they found that by ma- 
nipulation of the spine they could relieve a pain in 
the chest which had been diagnosed elsewhere as 
pleurisy.” 

Dr. Duncan Troup, on July 23, further took Dr. 
Cyriax to task for attacking “the use of the word 
osteopathy,” and for his explanation of the mecha- 
nism of back pain: 


Dr. Cyriax refers to “the part played by the interverte- 
bral disc in causing fixation of one vertebra on another by 
internal derangement, with consequent pain . . .” which 
has no real evidence to support it; and he refers to his 
contention that manipulation is a means for reducing 
“slipped discs,” which ignores the evidence that discs do 
not slip unless they are degenerated and therefore irre- 
ducible. 


Dr. Troup pointed out the importance of the clini- 
cal entity as compared with the relative unimpor- 
tance of deciding upon a name for it, and said that 
while specific joint manipulation does have an ob- 
jective clinical result, “it needs a tremendous 
amount more study.” 
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A final letter by Dr. Glover, author of the original 
article, appeared in the September 3 issue, and it 
bears quoting in full: 


To sum up the letters you have published on this subject, 
their authors fall into two groups as might have been ex- 
pected: on the one hand the qualified men who practise 
unashamedly osteopathic techniques, and, on the other, 
qualified men whose manipulation is justified in terms of 
classical anatomy of the intevertebral disc and its effects 
on the nerve-roots of the central nervous system. 

The fact that both groups feel that my paper is an im- 
portant contribution demonstrates that although manipula- 
tion is successful, we are still very ignorant, in my opinion, 
as to why it is. 

We must clear our minds completely of previous theory 
and investigate this commonplace condition with every 
modern technique that is available. Ordinary still X-ray 
films have shown nothing; perhaps high-speed slow-motion 
X-ray studies of the spine during manipulation would be 
fruitful, or perhaps electrophonographic studies of the 
“click,” or finally the detailed postmortem dissection of the 
segment of the spine at fault in patients known to have 
had a recurrent syndrome or an acute attack immediately 
before death. 

In all these investigations each patient must satisfy all 
four points of the syndrome, namely: (1) dull ache, (2) 
limitation of a spinal movement by pain, (3) paravertebral 
tender spot, and (4) its overlying area of hyperaesthesia. 

This syndrome will not only be useful in ensuring that 
all investigators are studying the same condition, but will 
also ensure that they are investigating the correct vertebral 
level and correct side of the trunk in each case. 


The conclusion of the affair in the pages of The 
Lancet does not, of course, mark an end to the con- 
troversy. However, the written exchange of opinion 
has doubtedless stirred up a great deal of interest 
in the subject—far more than would have come 
about if Dr. Glover's article had remained unchal- 
lenged. 

The moral is obvious. Without comment or dis- 
sent, the author’s summary at the end of his article 
may well-nigh be its epitaph. 


675 


: 
‘ 
q 
i 
4 
4 
4 
3 
1 
| 
3 
| 
a 
| 
| 
= 


American Osteopathic Association 1960-61 Officers-Trustees-Chairmen 


OFFICERS 


President Roy J. Harvey 
President-Elect Charles L. Naylor 
Past Presidents Galen S. Young 
George W. Northup 
First Vice President Wesley B. Larsen 
Second Vice President Loren R. Rohr 
Third Vice President James H. McCormick 
Executive Director True B. Eveleth 
Treasurer Mr. Kenneth L. Ettenson 
Business Manager Mr. Walter A. Suberg 
Editor To be selected 


TRUSTEES 


Roy J. Harvey, Charles L. Naylor, Galen S. Young, George 
W. Northup, Wesley B. Larsen, Loren R. Rohr, James H. 
McCormick (officer-members); Robert D. Anderson, Lydia 
T. Jordan, Wallace M. Pearson, Herbert L. Sanders, Camp- 
bell A. Ward (terms expire 1961); J. Scott Heatherington, 
J. Edward Sommers, William B. Strong (terms expire 
1962); J. Mancil Fish, John W. Hayes, Earl K. Lyons, 
Eugene D. Mosier, Ira C. Rumney (terms expire 1963); 
W. S. Horn and Richard E. Eby, to serve until next 
regular meeting of the House. 


Dr. Carl E. Morrison, Chairman 
Council on Federal Health Programs 


EXECUTIVE COMMITTEE 


Roy J. Harvey Charles L. Naylor Ira C. Rumney 
Galen S. Young Wesley B. Larsen Wallace M. Pearson 


HOUSE OF DELEGATES—OFFICERS 


Speaker Charles W. Sauter, Ii 
Vice Speaker Philip E. Haviland 


CHAIRMEN 


Department of Professional Affairs, Ira C. Rumney 
Bureau of Professional Education, Clyde C. Henry 
Committees: 
Colleges, George W. Northup 
Hospitals, Robert D. McCullough 
Accreditation of Postgraduate Training, William Baldwin, Jr. 
Advisory Board for Osteopathic Specialists, Thomas J. Meyers 
Student Loan Fund, Robert N. Evans 
Bureau of Research, Otterbein Dressler, Acting Chairman 
Bureau of Organizational Affairs, Wallace M. Pearson 
Committees: 
Distinguished Service Certificates, J. Scott Heatherington 
Ethics, Wesley B. Larsen 
Membership, John W. Hayes 
Veterans Affairs, Robert E. Morgan 
Constitution and By-Laws, J. Scott Heatherington 
A.O.A. Publications, Wesley B. Larsen 
Bureau of Conventions, True B. Eveleth 
Committees: 
Program, W. Clemens Andreen 
A. T. Still Memorial Lecture, Wallace M. Pearson 
Scientific Exhibit, Wilbur V. Cole 


Department of Public Affairs, Wallace M. Pearson 
Bureau of Public Education on Health, Eugene D. Mosier 
Bureau of Public and Industrial Health, Robert D. Anderson 
Committees: 
Medical Care Plans, Theodore F. Classen 
Health Care for the Aging, Vernon H. Casner 
Bureau on Disaster Medical Care, Raymond W. Hanna 


Department of Business Affairs, Charles L. Naylor 
Bureau of Finance, George W. Northup 
Bureau of Insurance, John W. Mulford 


Council on Federal Health Programs, Carl E. Morrison 
Council on Development, William B. Strong 


Ad Hoc Committees 
Conference, Otterbein Dressler 
Osteopathic Progress Fund, Earl K. Lyons 
Mead Johnson Grants, John W..Mulford 
Manual of Procedure (Joint House-Board), Lydia T. Jordan 
A.O.A. Organizational Structure, J. Mancil Fish 
Expansion of Central Office Facilities, Carl E. Morrison 
Committee on Clinical Study, Allan A. Eggleston 


— | 
| 
{ 


Fifth Conference on Research 
meets in Central Office 679 

Dr. Congdon represents A.O.A. on 
Polio Control Committee 681 
Department of Public Affairs 683 
Department of Professional Affairs 684 
Council on Federal Health Programs 685 


A Message from the President of 
the American Osteopathic Association 


> One is not long President of the American 
Osteopathic Association before two things hap- 
pen to him. 

First, quite as routinely if he were on his prac- 
tice rounds, he finds himself shuttling from one 
end of the continent to the other. He becomes 
a part of a continuous succession of meetings, 
large and small, formal and informal, made up 
of groups within and without the profession. He 
meets hundreds of people in medicine, educa- 
tion, government, and philanthropy, and in vol- 
untary agencies of health and welfare. He many 
times multiplies his acquaintanceship in the pro- 
fession and his knowledge of its institutions. 

Second, he finds that, as a private physician, 
he has been suffering from wide gaps in his 
knowledge of osteopathic organization. Presi- 
dential travel and exposure to affairs of the As- 
sociation and profession begin immediately to 
give him an insight into matters not ordinarily 
apparent. He learns—and wishes that every 
member of the profession might learn with him 


— such fundamental facts as these: 

There is far wider activity in the Association 
than the membership majority realizes. Members 
are more dependent on their Association than 
they realize. There are more members devoting 
time and energy to the affairs of the Association 
than many realize. Other health agencies place 
more importance on the Association and the pro- 
fession than many realize. These are but a few 
of the things a President begins at once to com- 
prehend. 

Osteopathy has not gained its present posi- 
tion through wishful thinking. It has been won 
through years of hard work, by many people on 
many fronts. In different places, under differing 
sets of circumstances, every right and recogni- 
tion we now enjoy were fought for. Our present 
acceptances and techniques have been developed 
by continuous attention and long financial sup- 


port. 

Our legislative position has been won and is 
maintained only by constant diligence. Our pres- 
ent position in the world of public health has 
been gained, and continues to gain, through serv- 
ice. Our systems of education, specialty certifica- 
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tion, and hospital approval have come through 
tedious, unceasing hard work by many members. 

Not all of us realize these things. It is easier 
to take our position for granted than to count its 
cost in labor and funds. Pride in the Association 
grows in ratio to knowledge of the Association. 
That is why I wish every member could look 
over my shoulder as I make this year’s presi- 
dential rounds. 

Right now we are in the “spring swing” of 
meetings. Early in March, with eleven others, I 
represented the profession at the 1961 National 
Health Forum, held in New York City. I have 
also attended our own fifth annual Conference 
on Research, in Central Office, Chicago; the 
twenty-ninth National Child Health Conference 
in Kansas City; the annual meeting of the A.O.A. 
Committee on Colleges, held in Los Angeles; and 
the annual conventions of the osteopathic associa- 


tions of New Jersey, New Mexico, Illinois, Ten- 
nessee and the Rocky Mountain Conference. 

Coming in May are the Third Forensic Science 
Symposium to be held in Washington, D.C., and 
osteopathic state meetings in Texas, Arkansas, 
Ohio, Arizona, Indiana, and Virginia. 

The annual meeting of the A.O.A. House of 
Delegates, to be held in Chicago in July, will 
close this fiscal year, and my term as President, 
during which I have learned so much of the 
varied and vigorous work of our Association, and 
of our dependence upon its power and prestige. 


Ct 00 


201 W. Ellsworth Street, Midland, Michigan 


These annual meetings of health and welfare agencies of the United States are scheduled for 
the coming weeks: 


Cincinnati, May 8-10 

Chicago, May 8-12 

St. Paul, May 11-12 
Minneapolis-St. Paul, May 14-19 
Cincinnati, May 21-26 

Chicago, May 22-25 

Rochester, June 5-8 

Miami Beach, June 5-9 

Seattle, June 11-16 


American National Red Cross 

American Psychiatric Association 

National Council on Community Foundations 
National Conference on Social Welfare 

National Tuberculosis Association 

National Society for Crippled Children and Adults 
New York Health Conference 

General Federation of Women’s Clubs 

American Society of Medical Technologists 
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Fifth Conference on Research 


meets in Central Office 


> The fifth annual Conference on 
Research, held in Central Office, 
Chicago, March 4 and 5, brought 
together for reports and discussion 
some fifty osteopathic students and 
educators who are actively inter- 
ested in research. 

Dr. Price E. Thomas, assistant 
professor of physiology at the 
Kirksville College of Osteopathy 
and Surgery, Kirksville, Missouri, 
was Conference chairman, a posi- 
tion he has held since the first con- 
ference in 1957. 


Dr. Strong official host ¢ As 
a senior member of the Bureau of 
Research of the American Osteo- 
pathic Association, Dr. Leonard V. 
Strong, Jr., New York City, wel- 
comed the attendants. The Bureau 
sponsors the Conference to pro- 
vide an opportunity for research 
investigators, particularly students, 
to exchange ideas and methods. 
Dr. Otterbein Dressler, Detroit, is 
acting chairman of the Bureau. 
Of the fourteen reports on re- 
search projects being carried on 


in osteopathic colleges, ten were 
made by students and young pro- 
fessors. Several papers dealt with 
aspects of mechanical stress of the 
lumbar spine and neuromuscular 
problems of the human stance. 


Dr. Krieg speaks ¢ At the spe- 
cial luncheon, an innovation this 
year, Wendel Krieg, Ph.D., profes- 
sor of anatomy, Northwestern Uni- 
versity Medical School, was the 
guest speaker. His subject was 
“Letters to My Son,” based on the 
series of essays on science, which 
Dr. Krieg published a few years 
ago. 

Dr. Thomas led the Saturday 
afternoon round-table discussion, 
which among other things dwelt 
upon the relationships between the 
medical and osteopathic profes- 
sions at the scientific level, and 
upon various aspects of their co- 
operation and support. Principal 
participants in the discussion were 
Albert F. Kelso, Ph.D., Chicago 
College of Osteopathy; Wilbur V. 
Cole, M.S., D.O., Kansas City Col- 
lege of Osteopathy and Surgery; 
and J. S. Denslow, D.O., and I. M. 


Four Conference participants from the College of Osteopathic Medicine and Surgery, Des Moines, lowa, 
visit over coffee during the morning session. From left to right, they are: Jen-Yah Hsie, Ph.D., of the 
department of microbiology; Wiiliam F. Hewitt, Ph.D., department of physiology and pharmacology; 
and John W. Nelson and Thomas R. Chambers, both students. 
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Presenting papers were 
John Sloan, Chicago Col- 
lege of Osteopathy, left; 
Peter Tilley, Hans F. 
Waecker, and Don L. Gard- 
ner, all of the Kirksville 
college. 


Korr, Ph.D., both of Kirksville. 


Five colleges participate ¢ Five 
of the six osteopathic colleges 
were represented in the formal 
presentations. Participants were: 
Chicago College of Osteopathy— 
Lawrence E. Jacobson and John 
Sloan, students; Shannon C. Allen, 
Ph.D., Jacklyn B. Melchior, Ph.D., 
and Joseph A. Stevens, Ph.D., fac- 
ulty members. 

College of Osteopathic Medicine 


Head table at Conference luncheon—From left, Dr. Ira C. Rumney, chairman, A.O.A. Department of Professional Affairs; A.O.A. Presi- 


and Surgery, Des Moines, lowa— 
Thomas E. Chambers, Sidney M. 
Grobman, Walter R. Wunderlich, 
and John W. Nelson, students; 
Jen-Yah Hsie, Ph.D., Wilford L. 
Nusser, Ph.D., and William F. 


Hewitt, Ph.D., faculty members. 
College of Osteopathic Physi- 
cians and Surgeons, Los Angeles— 
William R. Pierson, Ph.D., faculty 
member. 
Kansas City College of Osteop- 
athy and Surgery—Dr. Cole, and 


J. Eugene Mielcarek, M.S., D.O., 
faculty members. 

Kirksville College of Osteopathy 
and Surgery—Don L. Gardner, 
Richard M. Hail, Peter Tilley, and 
Hans G. Waecker, students; Dr. 
Thomas, faculty member. 

At the business meeting which 
closed the Conference on Sunday, 
Dr. Thomas was unanimously re- 
elected Conference chairman and 
the sixth Conference was scheduled 
for 1962. 


dent Roy J. Harvey: Wendel Krieg, Ph.D., Northwestern University Medical School, guest speaker; Dr. Price E. Thomas, Kirksville, Confer- 
ence chairman, and Dr. Leonard V. Strong, of the A.O.A. Bureau of Research and official host of the Conference. 
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Dr. Congdon represents A.O.A. 


on polio control committee 


> As a member of the Advisory 
Committee on Poliomyelitis Con- 
trol of the Department of Health, 
Education, and Welfare of the 
United States Public Health Serv- 
ice, Dr. Earl E. Congdon, Flint, 
Michigan, attended the group’s 
first meeting, held January 23-24, 
in the PHS Communicable Dis- 
ease Center in Atlanta, Georgia. 

Dr. Congdon was appointed to 
the Committee by Dr. Leroy E. 
Burney, then Surgeon General, 
when it was organized last fall. 
Dr. George B. Stineman, Harris- 
burg, Pennsylvania, was named as 
an alternate member. 


Committee of 27 ¢ The 27-mem- 
ber Committee is made up of 
representatives of professional, vol- 
unteer, and civic organizations 
working for public health. Its pur- 
pose is the immediate control and 
ultimate eradication of polio and 
similar diseases. 

At the 2-day meeting in Atlanta, 
which drew leading authorities in 
the field of poliomyelitis, plans 
were formulated for a stepped-up 
program of vaccinations to prevent 
epidemics this year. Recommenda- 
tions were made concerning cur- 
rent use of Salk vaccine and future 
use of oral vaccines. 

“The meeting was, in my opin- 
ion, most productive,” said Dr. 
Congdon. “Members shared an 
urgency to inaugurate a nation- 
wide effort to immunize as many 
people as possible before this year’s 
polio season.” 


“Babies and Breadwinners” 
State and local health departments 
will be urged, Dr. Congdon said, 
to alert the public to the impor- 
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tance of vaccination against polio, 
in the interest of both personal 
and public health. Specifically, a 
“Babies and Breadwinners” pro- 
gram is urged by the committee to 


promote the immunization of in- 
fants and young adults, particu- 
larly those living in low-income 
areas. 

THE Journat for May will pub- 
lish Dr. Congdon’s article, “Prog- 
ress in the Medical Care of Acute 
Poliomyelitis,” a digest of current 
literature reviewed by him in prep- 
aration for participation in the 
Atlanta meeting. Dr. Congdon has 
provided the A.O.A. Central Office 
reference library with a compre- 
hensive report and massive appen- 
dix of conference action. 


Noteworthy professional service 
e “The Association is most appre- 


protected by vaccination. 


will: 


Babies and Breadwinners 


In 1960 almost half the country’s paralytic polio victims 
were children 5 years of age and under. Of this age group, 
38 per cent were not fully protected by vaccination. 


Among 1960's victims, young adults were the most seriously 
paralyzed. Of those 20 to 40 years of age, 63 per cent of 
the men and 48 per cent of the women were not fully 


For all age groups in 1960, paralytic polio was concentrated 
in areas of low income, urban and rural. 


In 1961 the Surgeon General’s Committee on Poliomyelitis 
Control is urging full vaccination for all citizens, with con- 
centration upon children and young adults in low income 
areas. Through a Babies and Breadwinners campaign it 
hopes to bring vaccination to people who need it most. It 


Enlist services of health departments, neighborhood 
leaders, doctors, and nurses. 


Employ mobile units, set up clinics in such places as 
church auditoriums, union halls, and settlement houses. 


Enlist doctors and nurses to make house-to-house visits 
for on-the-spot vaccinations. 


In any year the success of vaccination programs depends 
first upon the cooperation of doctors and nurses. The Com- 
mittee urges participation in this year’s campaign. For 
method, follow the booklet, 
available from C. A. Smith, M.D., Chief, Communicable 
Disease Center, Atlanta, Georgia. 


“Babies and Breadwinners,” 
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ciative of Dr. Congdon’s coverage 
of the conference,” said Dr. True 
B. Eveleth, A.O.A. Executive Di- 
rector. “In his extensive prepara- 


Dr. Earle E. Congdon 


tion, his productive participation, 
and his thorough reporting, he has 
made a noteworthy contribution 
in the field of professional service. 
We urge all practicing physicians 
to act upon the suggestions he and 
his fellow committeemen have out- 
lined. This is a field for immediate 
and vital service to the whole of 
our society.” 


PHS names two D.O.’s to 
health mobilization group 


P Dr. Carl E. Morrison, St. Cloud, 
Minnesota, chairman of the A.O.A. 
Council on Federal Health Pro- 
grams, and Raymond W. Hanna, 
Kansas City, Missouri, chairman of 
the A.O.A. Bureau on Disaster 
Medical Care, have been named 
as consultants to the United States 
Public Health Service’s Division of 
Health Mobilization. 


In Miami Beach in January 
—Delegates from Oklahoma 
in special meeting of House 
were, from left, J. Mancil Fish, 
Tulsa, Eugene F. Ross, Lindsay, 
Ray H. Thompson, Vinita, and 
Robert D. McCullough, Tulsa. 
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Pediatricians honor 
Journal’s associate editor 


> In the first such award in its 
history, the American Association 
of Osteopathic Pediatricians has 
conferred an associate member- 
ship upon Katherine Becker, asso- 
ciate editor of THE JouRNAL. The 
honor was voted at the pediatri- 
cians’ recent convention in Las 
Vegas, Nevada, in recognition of 
Mrs. Becker’s sustained interest in 
the association, as particularly evi- 
denced in her year-to-year cover- 
age of convention programs and 
her editorial cooperation in the 
publication of scientific papers and 
reports. 

As master of ceremonies at the 
annual banquet, Dr. Arnold Mel- 
nick, Philadelphia, announced the 
award, and President Harold H. 
Finkel, Ephrata, Pennsylvania, 
presented the membership. 


L. W. Mills writes manual 
on osteopathy as vocation 


> Lawrence W. Mills, director of 
the A.O.A. Office of Education, is 
the author of “Opportunities in Os- 
teopathy,” published in December 
by Vocational Guidance Manuals 
of New York. 

The 91-page paperbound book is 
one of a series of forty-two manuals 
on business and professional voca- 
tions. It is a simple and comprehen- 
sive account of the opportunities 
of osteopathy as a career. 

Mr. Mills, formerly dean of stu- 


dents of Case Institute of Tech- 
nology, Cleveland, writes from a 
broad vocational experience. He 
became a member of the Central 
Office staff in 1945, following his 
army service as lieutenant colonel, 
Adjutant General’s department. 

The new book is available from 
Vocational Guidance Manuals, Inc., 
212 48th Street, Bayside 64, New 
York. Its price is $1.65 for single 
copies, and $124.75 for lots of 100. 

Mr. Mills has directed that his 
royalties as author be used to pro- 
vide copies of the manual for free 
distribution to students in colleges 
and secondary schools. 


NHC bases recent book on 
1960 Health Forum 


> “Positive Health of Older Peo- 
ple” has just been published by the 
National Health Council. This book 
is based upon the discussions of the 
1960 National Health Forum, and 
takes its title from the theme of that 
meeting. 

It will be useful as a source of 
information on the latest develop- 
ments in research, social sciences, 
social welfare, medicine, and com- 
munity resources as they relate to 
the health of the aging. It also pro- 
vides an aid to the staffs of NHC 
member organizations, and to indi- 
viduals active in voluntary health 
agencies, government, and the 
health professions. 

The book is available from the 
National Health Council, 1790 
Broadway, New York City, New 
York. Its price is $2.25. 
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DEPARTMENT OF PUBLIC AFFAIRS 


Bureau of Putlic Education on Health 


JCAH and mixed staff 
medical hospitals 


> To clarify regulations affect- 
ing the appointment of osteopathic 
physicians to medical hospital 
staffs, these comments have been 
released by the law department of 
the American Osteopathic Associa- 
tion: 

Last September the Joint Com- 
mission on Accreditation of Hos- 
pitals altered its regulations con- 
cerning mixed staff hospitals. By 
adopting the 1959 standards for 
listing of the American Hospital 
Association, it took the position 
that hospitals with osteopathic 
physicians on their staffs were 
thereafter eligible for inspection 
and accreditation. 


Accreditation not affected ¢ What 
this means is that medical hospi- 
tals seeking or holding accredita- 
tion by the JCAH may, without 
impairing their eligibility or ac- 
creditation, admit osteopathic phy- 
sicians to their staffs. It does not 
mean that medical hospitals are 
now required by the JCAH to ad- 
mit D.O.’s to their staffs. Appoint- 
ments to hospital staffs do not lie 
in the province of the Commission, 
which is a voluntary hospital ac- 
creditation agency made up of rep- 
resentatives of the American Hos- 
pital Association, the American 
College of Surgeons, the American 
Medical Association, and the Amer- 
ican College of Physicians. 


Hospitals appoint staffs ¢ Staff 
appointments are the responsibil- 
ity of individual hospitals. In a vol- 
untary hospital, appointments are 
generally made by, or under rules 
approved by, its governing board. 
In the case of local governmental 
hospitals, appointments are made 
as prescribed by state law. 
JCAH and AHA regulations 
state that in mixed staff hospitals 
clinical practice must be under the 
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supervision of doctors of medicine. 
That is, department heads or, in 
the absence of departments, chiefs 
of staffs must be M.D.’s. The point 
is stressed that there is no intent 
on the part of heads of accredited 
hospitals to interfere between os- 
teopathic staff members and their 
patients. 


Three states act on new 
public health laws 


> Of interest to physicians, in re- 
lation both to practice and to 
professional development, are the 
following health laws, enacted or 
proposed in three states: 


Wyoming ¢ Emergency Medical 
Care—Exemption from Liability— 
The following provision has been 
enacted into law in Wyoming: 


Any person licensed as a physician 
and surgeon under the laws of the 
State of Wyoming, or any other person, 
who in good faith renders emergency 
care or assistance without compensation 
at the place of an emergency or acci- 
dent, shall not be liable for any civil 
damages for acts or omissions in good 
faith. (Wyoming Laws, 1961, Chapter 
42) 


Massachusetts Research Studies 
—Confidential Character—The 
Massachusetts Legislature has en- 
acted into law a proposal that in- 
formation procured in connection 
with scientific studies and research 
programs conducted by or in co- 
operation with the Department of 


Reprints of “Focus on 
Osteopathic Education” 
are again available from 
A.O.A. Order Department 
212 East Ohio Street 
Chicago 


Health be made confidential. The 
furnishing of such information by 
doctors, hospitals, nursing homes, 
or related personnel or institutions 
shall not subject them to any action 
for damages or other relief. Spe- 
cifically, in regard to the confiden- 
tial character of such information 
or studies the law provides: 


All information, records of interviews, 
written reports, statements, notes, mem- 
oranda, or other data procured in con- 
nection with such scientific studies and 
research conducted by the department, or 
by other persons, agencies or organiza- 
tions so authorized by the commissioner 
shall be confidential and shall be used 
solely for the purpose of medical or sci- 
entific research. 

Such information, records, reports, 
statements, notes, memoranda, or other 
data shall not be admissible as evidence 
in any action of any kind in any court 
or before any other tribunal, board, 
agency, or person. Such information, 
records, reports, statements, notes, mem- 
oranda, or other data shall not be 
exhibited nor their contents disclosed in 
any way, in whole or in part, by any 
officer or representative of the depart- 
ment, nor by any other person, except 
as may be necessary for the purpose 
of furthering the study or research proj- 
ect to which they relate. No person 
participating in such an authorized study 
or research project shall disclose, in any 
manner, the information so obtained ex- 
cept in strict conformity with such re- 
search project. Any person who discloses 
such information in violation of this 
section shall be punished by a fine of 
fifty dollars. (Massachusetts Laws, 1960, 
Ch. 624) 


West Virginia ¢ Proposed Medical 
Examiners Law—Committee Sub- 
stitute for House Bill No. 134 of 
the West Virginia Legislature pro- 
poses the establishment of the 
medical examiner system under 
the direction of a Commission on 
Medical Examinations to take over 
in part and supervise the duties 
of coroners. 

The proposed legislation pro- 
vides that one of the five members 
of the Commission on Medical Ex- 
aminations shall be a physician 
nominated from a list submitted 
by the West Virginia Society of 
Osteopathic Medicine, and that the 
Chief Medical Examiner shall be 
a physician licensed to practice 
medicine in West Virginia, and. a 
diplomate or eligible for certifica- 
tion in forensic pathology by either 
the American Board of Pathology 
or the American Osteopathic Board 
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of Pathology. Duly licensed doc- 
tors of osteopathy would be eli- 
gible under Section 7 of the bill to 
be appointed deputy medical ex- 
aminers by the Commission on 
Medical Examinations for terms of 
3 years. 

If the proposed legislation is en- 
acted, county coroners would per- 
form such duties as are assigned to 
them by the Commission on Medi- 
cal Examinations. This Commission 
would have under its jurisdiction 
the reports and investigation of 
violent or suspicious deaths. 

State Medical Scholarship-Loan 
Act—West Virginia House Bill No. 
385 proposes the creation of a six 
member State Medical Education 
Board, one to be the president of 
the West Virginia Society of Osteo- 
pathic Medicine. 

This proposal would establish a 
Scholarship-Loan Act. Recipients 
of loans or scholarships would have 
to agree to practice in a rural sec- 
tion of West Virginia upon com- 
pletion of their medical training. 
A credit of 20 per cent of the 
amount owing would be allowed 
them for each year of practice. 
Thus they would be enabled to 
pay off their indebtedness in 5 
years. As an alternative, a recipient 
of a scholarship-loan could agree 
to serve 5 years in the public health 
service of West Virginia. 

A rural community is defined in 
the bill as being a town or commu- 
nity of less than 5,000 population. 
It would be the obligation of the 
State Medical Education Board to 
contract with 4-year medical col- 
leges, either in West Virginia or 
out of state, for the admission of 
students holding loans or scholar- 
ships. Preference, however, would 
be given to applicants attending 
the School of Medicine of West 
Virginia University. 


Convention attendants arrive for Miami 
Beach showing of “American Doctor," new 
film on osteopathy, now being distributed 
for theater and television viewing. 


Prints of the film in color and black and 
white are available from the Division of 
Public and Professional Service, 212 E. Ohio 
Street, Chicago. 


684 


DEPARTMENT OF 


Committee on Colleges 
meets in Los Angeles 


> The Committee on Colleges of 
the American Osteopathic Associa- 
tion held its annual meeting, March 
6 to 9, in the Statler Hotel, Los 
Angeles. This was in keeping with 
the Committee’s new practice of 
holding its annual meetings, on a 
rotational basis, in the areas of the 
six colleges rather than in Central 
Office, Chicago, as has been cus- 


tomary. 


Members ¢ In attendance at the 
meeting were Drs. George W. Nor- 
thup, Livingston, New Jersey, chair- 
man; Dale Dodson, Northfield, 
Minnesota, vice chairman; Camp- 
bell A. Ward, Mount Clemens, 
Michigan; Joseph Linden, Los An- 
geles; and George S. Cozma, Cleve- 
land; Dean Sherwood R. Mercer, 
of the Philadelphia College of Os- 


“Phemiene 


‘AMERICAN 
DOCTOR 


PROFESSIONAL AFFAIRS 


teopathy; and Secretary Lawrence 
W. Mills, Chicago. Dr. John P. 
Schwartz, Des Moines, Iowa, was 
prevented by illness from attend- 
ing. 


Consultants ¢ Present as commit- 
tee consultants were Drs. Roy J. 
Harvey, Midland, Michigan, A.O.A. 
President; Charles L. Naylor, Ra- 
venna, Ohio, President-Elect; Ira C. 
Rumney, Ann Arbor Michigan, 
chairman of the Department of 
Professional Affairs; Wallace M. 
Pearson, Kirksville, Missouri, chair- 
man of the Department of Public 
Affairs; and Clyde C. Henry, Bay 
Village, Ohio, chairman of the 
Bureau of Professional Education, 

Members of the Board of Direc- 
tors of the College of Osteopathic 
Physicians and Surgeons, Los An- 
geles, met with members of the 
committee for luncheon on March 
6, and again, with their wives, for 
an informal dinner on March 8. 
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COUNCIL ON FEDERAL HEALTH PROGRAMS 


Educational Assistance Act 
for Health Professions 


> President Kennedy’s Special 
Message on Health and Hospital 
Care, which was sent to Congress 
on February 9, contained recom- 
mendations for federal assistance 
for increasing the supply of well- 
trained health personnel. The Pres- 
ident transmitted to Congress on 
February 24 a draft of legislation 
to increase opportunities for train- 
ing physicians, dentists, and pro- 
fessional public health personnel. 

The bill was promptly introduced 
in the Senate as S. 1072, by Senator 
Lister Hill of Alabama, for himself 
and Senator Robert S. Kerr of Okla- 
homa, Senator Ralph Yarborough of 
Texas, Senator Harrison A. Wil- 
liams, Jr., of New Jersey, and Sena- 
tor Claiborne Pell of Rhode Island. 
An identical bill, H.R. 4999, was 
introduced by Representative Oren 
Harris of Arkansas. 

At the time of the introduction of 
the bill (S. 1072) in the Senate, 
Senator Hill placed in the Congres- 
sional Record a letter from the 
Secretary of Health, Education, and 
Welfare, relating to the bill. It 
reads as follows: 


Dear Mr. Present: Enclosed is a 
proposed bill entitled the “Health Profes- 
sions Educational Assistance Act of 1961” 
the major purpose of which is to increase 
opportunities for training of physicians, 
dentists, and professional public health 
personnel. 

The bill carries out your recommenda- 
tions for aid to education for the health 
professions and for extension of research 
facilities as covered in your health mes- 
sage dated February 9, 1961. 

The proposed bill provides for: 

1. Grants for construction of medical, 
dental, osteopathic, and public health 
teaching facilities. 

2. Medical, osteopathic, and dental 
scholarship grants. 

3. Extension and strengthening of re- 
search facilities construction grant pro- 
gram. 

Grants for Construction of Medical, 
Dental, Osteopathic, and Public Health 
Teaching Facilities 

A new 10-year grant program for the 
construction of medical, osteopathic, den- 
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tal, and public health school facilities 
would be provided in a new part B to 
title VII of the Public Health Service Act. 
This program is directed toward increas- 
ing the facilities for training physicians, 
dentists, and professional public health 
workers. 

Sums authorized to be appropriated 
each year for grants would be limited by 


Address communications to the 
A.O.A Council on 
Federal Health Programs 
1757 K Street, N.W. 
Washington, D.C. 


annual ceilings for the 10-year period, 
July 1, 1961, to June 30, 1971, of $60 
million for matching construction grants 
for new schools or for major expansion of 
existing schools, of which $15 million 
would be available for dental school con- 
struction, with priorities based on the 
amount of expansion which the construc- 
tion would make possible, and upon con- 
siderations of geographical distribution of 
training opportunities. Another $15 mil- 
lion would be authorized for renovation 
and replacement of existing teaching fa- 
cilities which are so obsolete as to require 


Pennsylvania group meets in Miami Beach during Convention—From left, Drs. George B. 
Stineman, Harrisburg; William Silverman, Merion; Henry N. Hellard, Lancaster; Lynn F. 


substantial curtailment of enrollment or 
of the quality of teaching. 

Construction grants could be made for 
any facility needed in teaching of medi- 
cal, dental, or public health students, in- 
cluding teaching hospitals or other clini- 
cal teaching facilities. 

The Federal share of construction costs 
in the case of new schools or major ex- 
pansion of existing schools could be up to 
66% per cent of necessary costs of con- 
struction. Other grants under this author- 
ization would not exceed 50 per cent of 
construction costs. 

In addition to construction grants, the 
Surgeon General would be authorized to 
provide financial assistance for projects 
for the planning of medical, dental, or 
public health education programs by re- 
gional, State, or local public or private 
nonprofit agencies, organizations, and in- 
stitutions, and to give technical advice 
and consultative services to such agencies. 

Medical, Osteopathic, and Dental 
Scholarship Grants 

The proposed bill would also add a 
new part C to title VII of the Public 
Health Service Act. This part is directed 
at increasing the number of well-qualified 
medical and dental students by lowering 
the economic barriers which prevent many 
well-qualified young people from entering 
a career in medicine or dentistry. 

This part would authorize Federal 
grants to accredited schools of medicine, 
osteopathy, or dentistry, to be used by 
these schools to make scholarship awards 
to talented students who are enrolled or 
have been accepted for admission by the 
school and are in financial need. 

In the first year each school would re- 
ceive for this purpose an amount equal 
to $1,500 times 25 per cent of its first 
year class enrollment, and only first-year 


Brumm, Sharon; Roy E. Hughes, Indiana; and Stephen E. Cronen, Erie. 
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students would be eligible for this schol- 
arship aid. In the second year the school 
allotment would be increased to provide 
for 25 per cent of the first- and second- 
year classes, and the aid would be avail- 
able to the students in these two classes. 
A similar increase would be made in the 
third year; and in the fourth and subse- 
quent years the four classes would be 
included. 

Within the school’s allotment limita- 
tions, more or less than 25 per cent of the 
students of a class might be aided, with 
scholarships in varying amounts up to a 
maximum of $2,000 a year for any one 
student. 

In addition to amounts for student 
scholarships the draft bill would author- 
ize grants to schools to meet part of the 
instructional costs of these students. For 
this purpose each school will receive an 
amount equal to $1,000 for each scholar- 
ship holder but not in excess of $1,000 
for 25 per cent of the first year class in 
the first year, with this maximum increas- 
ing by the fourth year to $1,000 for 25 
per cent of the 4-year enrollment. 
Extension and Strengthening of Research 

Facilities Construction Grant Program 

Closely related to our need for ex- 
panded medical and dental training fa- 
cilities is the increasing need for facilities 
for the conduct of research in the sci- 
ences related to health. The rapidly un- 
folding opportunities for new research 
discoveries can be met only by increasing 
our supply of qualified research personnel 
and by expanding the facilities required 
for the conduct of research. The statutory 
authority for the existing research facility 
construction grant program administered 
by the Public Health Service requires 
extension and modification during the 


Attention 
vocational counsellors! 
New book by L.W. Mills, 
“Opportunities in 
Osteopathy,” 
is now off the press. See 
story on page 682 


present Congress. The authority for ap- 
propriation of construction grant funds 
expires on June 30, 1962, and no new 
grant applications may be received after 
June 30, 1961. 

The proposed bill would extend the 
legislative authority for this program, 
now contained in title VII of the Public 
Health Service Act, for three additional 
years. For these three additional years the 
authorization for appropriation of grant 
funds would also be increased from $30 
million to $50 million annually. The need 
for this program extension and expansion 
is clearly indicated by the existing back- 
log of over $60 million in preliminary and 
final grant applications, by the wide- 
spread evidence of overcrowding of avail- 
able facilities in research institutions 
throughout the country, and by the rapid 
expansion of training programs for addi- 
tional research personnel. 

The present provisions of section 
706(a) of the act, relating to the amount 
of Federal grants for the construction of 


facilities that are to be used partly for 
research and partly for other purposes, 
would be modified by the bill to permit 
Federal participation in the total cost of 
a facility that is to be used for research 
and other related purposes (including re- 
search training). In the case of other 
multipurposes facilities, Federal partici- 
pation in construction costs would con- 
tinue to be limited to the research part 
(or “proportionate use”) of the facility. 

A new provision would be added by 
the bill to title VII of the act in order to 
apply to construction aided under this 
program requirements as to prevailing 
wages and overtime pay for workmen em- 
ployed thereon (these are also included 
in the proposed teaching facility con- 
struction grant program). 

Finally, the proposed bill would repeal 
the existing authority for construction of 
categorical research facilities (in section 
433(a) of the Public Health Service Act) 
and would authorize Federal construction 
and operation, directly or otherwise, of 
research facilities of particular value to 
the Nation or a region thereof. 

The three major parts of the bill, in 
combination, offer a program to facilitate 
the needed expansion of training capacity 
for education for the health professions 
and facilities for health research and to 
stimulate the recruitment of well-quali- 
fied students. We believe that enactment 
of this proposed legislation will enable 
the Federal Government, in cooperation 
with other governmental authorities and 
private groups, to go far toward meeting 
the Nation’s growing health service and 
research requirements. 

Faithfully yours, 
ABRAHAM RIBICOFF, 
Secretary. 


As President of the American Osteopathic Association, Dr. Roy J. Harvey is scheduled to attend 
these conventions and meetings in the coming weeks: 


Texas Association of Osteopathic Physicians and Surgeons, San Antonio 
Arkansas Osteopathic Association of Physicians and Surgeons, Little Rock 
Arizona Society of Osteopathic Physicians and Surgeons, Phoenix 
Indiana Association of Osteopathic Physicians and Surgeons, 
and Kentucky Osteopathic Medical Association, French Lick, Indiana 
Virginia Osteopathic Medical Association, Williamsburg 
Maine Osteopathic Association, Rockland 


May 4-6 
May 6-7 
May 12-14 


May 20-23 
May 25-28 
June 23-24 


Current research: Abstracts 


of Conference reports 


The Research Conference sponsored by the Bureau of 
Research met in Chicago on March 4 and 5. This annual 
conference was open to all investigators in osteopathic 
institutions and enjoyed a very good attendance from 
both faculty members and students. 

As in the past this conference provided an excellent 
opportunity for the free exchange of ideas among 
investigators in our profession. 

A most refreshing addition to the program was the luncheon 
meeting that was followed by a very interesting talk by 
Wendell J. S. Krieg, Ph.D., Professor of Anatomy at 
Northwestern University Medical School. His discourse 
on the problems and rewards of an academic career 

was enjoyed by all. 

The round-table discussion was highlighted by a report 
from Drs. I. M. Korr and J. S. Denslow on a recent 
interprofessional conference held under the auspices of the 
New York Foundation for Research. 

Following are abstracts of the papers given during the 
conference. Price E. THomas, D.O., Chairman, 

Program Committee 
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Current research 


Abstracts of Conference Reports 


Studies on the mechanism of 
oxygen toxicity: I. Response of the chick 
embryo to 100 per cent oxygen 


SHANNON C. ALLEN, Ph.D., Department of Phys- 
iology, Chicago College of Osteopathy, Chicago, 
Illinois 


The mechanisms underlying the toxic effects of 
oxygen at high concentrations have not yet been 
clearly explained. My own past experience and an 
examination of the experimental and clinical litera- 
ture support the following hypothesis: pO, may 
be a primary limiting factor in the development 
of the vascular system and in the intrinsic control 
of vasomotion under conditions of abnormally high 
local concentration of the gas. 

The chick embryo was chosen as a simple prepa- 
ration for an initial test of this hypothesis. Fertile 
hen eggs were exposed to 100 per cent oxygen at 
one atmosphere during the first 4 days of incubation 
at 37 to 38 C. As a control, eggs from the same 
source were exposed simultaneously to an atmos- 
phere of air. A pressure demand system and soda- 
lime for the absorption of carbon dioxide ensured 
a constantly maintained atmosphere for both groups 
regardless of the metabolic activity of the embryos. 
At the end of each experiment the eggs were care- 
fully opened under water and examined for effects 
on development and activity of the vascular system. 

Experiments completed to date show that ex- 
posure to 100 per cent oxygen has a profound effect 
on the development of the vascular system. This is 
evidenced by absent or impaired vitelline vessels, 
massive hemorrhage into the vitelline area and into 
the embryo, and reduced embryonic development. 

The changes bear a striking similarity to those 
found in chick embryos of the same strain exposed 
to various types of irradiation. 

Observations made in the course of these experi- 
ments indicate that there may be effects on the yolk 


membrane which are independent of those on the 
vascular system. This line of investigation is also 
being followed. 


The modification of sympathetic 
activity by sustained pressure 
on paravertebral tissues 


HANS F. WAECKER (NIH Fellow) and P. E. 
THOMAS, D.O., Department of Physiology, Kirks- 
ville College of Osteopathy and Surgery, Kirksville, 
Missouri 


In the past osteopathic physicians have effectively 
utilized sustained pressure as a therapeutic modality. 

This research project was designed to explore 
the mechanisms by which the observed therapeutic 
effect occurs. Since involvement of the autonomic 
nervous system suggested itself, measurable auto- 
nomic phenomena, such as sudomotor and vaso- 
motor activity, were investigated. 

A total of 164 experiments were conducted on ten 
intact human subjects, eight males and two females, 
ranging in age from 18 to 31 years. 

In the sudomotor experiments we measured elec- 
trical skin resistance (ESR), since earlier experi- 
ments have shown that sweat glands act in a 
manner similar to resistances in parallel. 

In the vasomotor experiments an index to cutane- 
ous blood content was obtained with a photometric 
instrument that measured the absorption (mainly 
by hemoglobin) of light at a wave length of 550 
millimicrons. 

In all experiments a heating pad on the abdomen 
served as a stimulant of sympathetic activity in 
response to thermoregulatory demands. 

Pressure, applied with an adjustable instrument 
in the dorsal region of the fifth to eighth thoracic 
vertabrae during the heating period, was introduced 
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as the variable in one half of the experiments. 
Thus, two series of experiments, “nonpressure,” and 
“pressure,” were obtained. Readings in both series 
were taken in “test” areas, segmentally related to 
the pressure area, and in supra- and infrasegmental 
“control” areas. 

At least two distinct patterns of responses have 
been found. In some subjects there was no signifi- 
cant difference in the responses between the control 
and test areas of both nonpressure and pressure 
experiments. In other subjects the response in the 
test areas was markedly suppressed during the 
application of pressure. 

Further experiments are in progress to investigate 
the proportional distribution of these two types of 
responses in a large population, and to search for 
additional distinctive characteristics associated with 
each type of response pattern. 


The question of the 
renal origin of erythropoietin 


WILFORD L. NUSSER, Ph.D., WALTER R. 
WUNDERLICH, B.S., JOHN W. NELSON, and 
WILLIAM F. HEWITT, Ph.D., Department of 
Physiology and Pharmacology, College of Osteo- 
pathic Medicine and Surgery, Des Moines, Iowa 


The existence of a substance in plasma which 
stimulates erythropoiesis has been postulated since 
1906. It has been indicated by subsequent evidence 
that “erythropoietin” is probably produced in the 
intestine, subcutaneous tissue, the kidney, or a 
combination of these structures. 

We have tried to devise a procedure with the 
following purposes: 

1. To provide additional information concerning 
the site of production of erythropoietin 

2. To determine whether the liver can inactivate 
erythropoietin 

3. To isolate active erythropoietin-type substances 
from renal venous blood. 

The procedure (using dogs) consists of: 

1. Preliminary estimation, in each experimental 
and control animal, of blood hemoglobin concen- 
tration, volume of packed cells, and plasma volume. 

2. Surgical operations, in two stages: 

I. Anastomosis of the left renal vein to a large 
lienal vein, so that renal venous blood is shunted 
to the liver via the portal system (control animals 
will undergo unilateral nephrectomy only) 

II. Ten to 21 days later, right nephrectomy. 

3. Hematologic estimations as in step 1, plus 
reticulocyte counts, every other day beginning after 
recovery from stage II procedures. 

4. Hemorrhage (25 per cent of estimated blood 
volume) in both experimental and control animals, 
with hematologic tests as in step 3 to detect erythro- 
poietic response. 
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Preliminary findings are summarized in the ac- 
companying graphs. Although there seems some 
indication that after renolienal anastomosis the 
hemorrhaged animal responds sluggishly in terms of 
volume of packed cells (hematocrit) and hemoglo- 
bin concentration, the number of animals is so small 
that we do not claim validity either for these values 
or for the reticulocytosis observations. We observed 
in all groups of animals an unusually high propor- 
tion of small erythrocytes. 


Table |. 
4 > 
3 
o 
— 
a2 
~ 
3! 
50 > ~ 
40 
\ 
# 
20 
Table 3 
14 
13 
Y 
old 
2 
~ 
2 4 6 8 16 
Days 


Tables 1-3. Response of dogs to standardized hemorrhage. Table 
|. Per cent of erythrocytes showing reticulum. Table 2. Volume 
of packed cells (hematocrit) as per cent of blood volume. 
Table 3. Blood hemoglobin concentration. Abscissa in each fig- 
ure is days after hemorrhage. 
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If an erythropoietic humoral factor is produced 
by the kidney, it may be inactivated only slowly by 
the liver; it may be inactivated or destroyed else- 
where in the body; or it may be excreted unchanged. 
A larger series of observations is required for ade- 
quate testing of these hypotheses. 


Living tissues as an index 
of fluorochrome distribution and toxicity 


J. EUGENE MIELCAREK, M.S., D.O., Kansas 
City College of Osteopathy and Surgery, Kansas 
City, Missouri 


The basis for tissue fluorochroming has been a mat- 
ter of controversy. The object of the present study 
was to ascertain a technic for studying fluorochrome 
distributions in living tissues. The value of fluores- 
cence microscopy as a histochemical method in- 
creases with knowledge of dye-color component 
distribution in tissues. It was thought that electro- 
cytologic factors determining dye color component 
separation in tissues might be approached through 
living specimen fluorochroming and electrophoretic 
studies of the dyes used. Since antibiotics can serve 
as fluorochromes, various antibiotics were investi- 
gated also. 

Viviparous and egg-laying tropical fish were 
selected as experimental animals. The viviparous 
black molley and the egg-laying zebra fish proved 
to be the species easiest to work with. 

Zebra fish eggs developing in fluorochrome were 
studied with a stereobinocular microscope in ordi- 
nary light, and with a reflected light fluorescence 
microscope. For the fluorescence studies, no dye 
was added to the specimens. The only fluorochrom- 
ing was that produced by the fluorochrome medium 
or antibiotics in which the eggs developed or the 
fish lived. Color fluorescence was observed, re- 
corded, checked with monochromatic filters, and 


Fig. |. Vertebrae of a black molley fish (x 264) which had lived 
in a saturated solution of acridine orange. No other dye was 
added. There was an intense green fluorescence. 
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Fig. 2. Vertebrae and ribs of a black molley fish (x 132) which 
had lived in a saturated solution of the antibiotic Declomycin. 
No other dye was added. There was an intense yellow fluores- 
cence. 


Fig. 3. Eye of a black molley fish (x 66) which had lived in a 
solution of Declomycin. No other dye was added. There was an 
intense yellow fluorescence. 


Fig. 4. Zebra fish (x 66) just after hatching in the dye erythrosin 
B. No other dye was added. There was an intense yellow-green 
fluorescence. 


photographed. The eggs were studied without dis- 
section. The fish were studied for surface color 
fluorescence and were then dissected to progres- 
sively deeper levels, with each level being studied 
with fluorescence microscopy. 

Fish longevity in various fluorochrome solutions 
and antibiotics was determined. 

It was concluded that: 

1, Fluorochrome distribution can be studied in 
living animals. 

2. Fluorescent antibiotic distribution can be stud- 
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ied with fluorescence microscopy in living fish. 

3. Consistent fluorochroming of tissues for flu- 
orescence microscopic study is an additional advan- 
tage of the method. 


Morphologic effects of thyroxin 
and 6-methyl thiouracil on nerve 
tissue: Preliminary studies 


J. EUGENE MIELCAREK, M.S., D.O., Kansas 
City College of Osteopathy and Surgery, Kansas 
City, Missouri 


A report by Rabkina of dramatic morphologic effects 
of thyroxin and 6-methy] thiouracil on cerebral cells 
stimulated the initiation of fluorescence study for 
such effect. 

Preparatory work for studying effects of thyroxin 
and 6-methyl thiouracil on cerebral cells encom- 
passed: 

1, Fluorescence microscopy of brain cells. Fluo- 
rescence technics for brain cell morphology have 
been established. 

2. Effects of thyroxin on supravital preparations 
of peripheral nerve and brain tissue have been 
studied. Photographs of these preliminary studies 
were shown. 


Behavioral changes produced by 
septal nucleus destruction in rats 


LAWRENCE E. JACOBSEN,* Student Fellow, 
Department of Physiology, Chicago College of 
Osteopathy, Chicago, Illinois 


The role of the septal nuclei in regulation of be- 
havior and the site of action of certain psycho- 
pharmacologic agents is being studied using “septal 
animals.” A number of subcortical regions of the 
limbic system including the septal nuclei have been 
shown to exert a profound effect upon behavior. In 
animals in which the septal nuclei have been de- 
stroyed, “septal animals,” marked rage states develop 
which can be triggered by innocuous stimuli. The 
“septal animals” are further characterized by not 
being affected to any noticeable extent in other 
forms of behavior, and by being conditioned to a 
placid state through daily handling over a period 
of several weeks. 

In the current study the conditioned emotional 
response, CER, has been studied quantitatively in 
the Skinner box. In this procedure the animal is 
first trained in the apparatus, under water depriva- 


®Graduate student at the University of Chicago, Department of 
Psychology. 
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tion, to press a lever for water and in this manner 
the initial conditioned reaction is established. After 
the animal perfects this response, a flickering light 
is turned on during a portion of the lever pressing 
period. The moment before the light is extinguished, 
the animal receives a shock through the grid bars 
on the floor of the box. Eventually through this 
light-shock pairing the animal develops an aversive- 
ness to the light stimulus alone and with its presen- 
tation stops lever pressing completely or nearly so. 
Consequently the original emotional response to 
electrical shock has now been transferred to the 
flickering light stimulus and a conditioned type 
of emotional response has been established. The 
stronger the bonds of conditioning the greater the 
suppression of lever pressing. 

In the early stages of the above study it appears 
that “septal animals” are almost completely un- 
affected by the visual light stimulus, while normal 
animals present signs of aversive behavior. “Septal 
animals” also require relatively strong shocks in 
CER acquisition to develop the same behavior as 
normals, and their rate of conditioning to weak 
stimuli is very poor. During drug treatment the 
sleeping response to barbitals is prolonged, and the 
reactions under meprobamate treatment are re- 
versed in the “septal animals” compared to reactions 
of normal animals. The meprobamate appears to 
promote acquisition of CER in the lesioned animals 
while depressing the acquisition of the CER in 
unlesioned animals. 

While the data collected to date are insufficient 
to allow detailed conclusions, there is some indica- 
tion from the results that the septal area subserves 
some inhibitory function, depressing marked hyper- 
activity and rage. It is also possible that operating 
through a different mechanism the septal nuclei 
contribute to increasing levels of awareness for 
weaker stimulation. 


The structure, functions, and activities 

of the Biokinetics Research Laboratory 

of the Los Angeles County Osteopathic 
Hospital and the College of Osteopathic 
Physicians and Surgeons 


WILLIAM R. PIERSON, Ph.D., College of Oste- 
opathic Physicians and Surgeons, Los Angeles, Cali- 
fornia 


The Biokinetics Laboratory operates under a grant 
provided by the County of Los Angeles and admin- 
istered by the College of Osteopathic Physicians 
and Surgeons, supplemented by additional grants 
from the Attending Staff Physicians Fund, Les 
Angeles County Osteopathic . Hospital. 

The purposes of the laboratory are threefold: 
research, service, and education. The research ac- 
tivities have been conducted primarily in the gen- 
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eral area of physical medicine and rehabilitation. 
Within this area the emphasis has been on two 
continuing problems: (1) the therapeutic effects of 
exercise, and (2) the development of valid meas- 
ures of anthropometric and physiologic phenomena. 
The service aspect of the laboratory is accomplished 
by active assistance and advice in research problems 
of members of the Hospital Attending Staff and the 
College. The laboratory conducts classes in research 
methods for students of the College and has pub- 
lished papers concerning evaluation technics in re- 
search. In addition Philip J. Rasch, Ph.D., Director 
of the laboratory, has authored two textbooks in 
association with members of the University of Cali- 
fornia and Occidental College, one of which has 
been translated into Spanish for use in Argentina. 

The seventy-one publications from the laboratory 
have appeared in British, Canadian, German, and 
Italian medical and physiologic journals, and nine 
different American journals including the Journal 
of Applied Physiology, American Journal of Physi- 
ology, Perceptual and Motor Skills, Journal of the 
Association for Physical and Mental Rehabilitation, 
JOURNAL OF THE AMERICAN OSTEOPATHIC ASSOCIA- 
TION, and the Research Quarterly. The work of the 
laboratory personnel has been cited in Birren’s 
Handbook of Aging and the Individual, Hirsh and 
Wick’s Vision of the Aging Patient, Broer’s Effi- 
ciency of Human Movement, Morehouse and 
Miller’s Physiology of Exercise, and in Research 
Methods, edited and published by the American 
Association of Health, Physical Education, and 
Recreation. 


The size and shape of the 
various types of staphylococcus phage 


T. CHAMBERS, S. GROBMAN, and JEN-YAH 
HSIE, Ph.D., Department of Microbiology, College 
of Osteopathic Medicine and Surgery, Des Moines, 
Iowa 


The twenty-two types of the staphylophage isolated 
from lysogenic strains of staphylococci for the 
identification of various pathogenic and epidemic 
strains of staphylococci were employed for these 
studies. 

The size of the head and tail of staphylophage K 
has been determined by electron microscopy to be 
55 millimicrons and 225 millimicrons, respectively. 
That the size and shape of the other twenty-some 
types of staphylophage may vary in a wide range 
is indicated by our experiments. 

In the process of filtering the twenty-two types 
of harvested staphylophage through the Seitz filter, 
it was found that the concentration of staphylo- 
phage particles of many types was higher in the 
original unfiltered suspension than that of the fil- 
trate. The fraction of the original phage particles 


692 


that could pass through the Seitz filter (recovery 
rate) under identical conditions varied with differ- 
ent types of staphylophage. The average recovery 
rate of the twenty-two different staphylophage 
types has been determined as shown in Table I. 
This indicates that the average size and shape (with 
or without a tail) of the different staphylophage 
types vary in a wide range. 


TABLE I—COMPARISON OF MEAN RECOVERY RATES AT 
DIFFERENT CENTRIFUGATION FORCE 


Recovery Staphylophage 2,000 rpm 10,000 rpm 
rate no. for 120 min. for 30 min. 
10-0 3C 3.68 x 10-0 

3A 0.77 x 10-9 
73 0.46 x 10-0 
10-1 52A 2.90 x 10-1 
39 1.40x 10—1 
29 1.06 x 10-1 0.94 x 10-1 
55 1.00 x 10-1 
80 0.78 x 10-1 
10-2 42D 7.70 x 10-2 2.40 x 10-2 
42B 3.68 x 10-2 
6 1.75 x 10-2 
7 1.70 x 10-2 1.50 x 10-2 
83 1.10 x 10-2 3.40 x 10-2 
47 0.86 x 10-2 
10-3 54 5.10 x 10-3 
52 3.50 x 10-3 2.58 x 10-3 
81 1.13 x 10-3 1.92 x 10-2 
70 0.85 x 10-3 
53 0.59 x 10-3 0.63 x 10-3 


10-4 77 


2.24 x 10-4 
0.77 x 10-5 
1.70 x 10-7 


1.27 x 10-3 
3.98 x 10-3 
1.63 x 10-6 


10-7 187 


By using the Swanstrom and Adams semisolid 
agar method of propagation, the tendency was that 
the higher the recovery rate, the larger the plaque. 
Other factors may also contribute to the variation 
of the recovery rate. 

A “halo phenomenon” has been observed with 
staphylophage types 3C, 7, 420, and 47. 


Fisk, R. T.: Studies on Staphylococci: occurrence of bacteriophage 
carriers among strains of Staphylococcus aureus. J. Infect. Dis. 
71:153-160, Sept.-Oct. 1942. 

Fisk, R. T. Studies on Staphylococcus: identification of Staphylo- 
coccus aureus strains by means of bacteriophage. J. Infect. Dis. 
71:161-165, Sept.-Oct. 1942. 

Hotchin, J. E.: Purification and electron microscopical examination 
of structure of staphylococcal bacteriophage K. J. Gen. Microbiol. 
10:250, 1954. 

Lea, D. E., and Salaman, M. H.: Experiments on inactivation of 
bacteriophage by radiations, and their bearing on nature of bacterio- 
phage. Proc. Roy. Soc., London s.B 133:434-444, Dec. 3, 1946. 

Smiles, J. F., Welch, V., and Elford, W. J.: Influence of anti- 
bacterial substances on interaction of bacteria and bacteriophages. 
J. Gen. Microbiol. 2:220, 1948. 

Swanstrom, M., and Adams, M. H.: Agar layer method for produc- 
tion of high titer phage stocks. Proc. Soc. Exper. Biol. & Med. 
78:372-375, Nov. 1951. 

Williams, R. E. O., Rippon, J. E., and Dowsett L.: Bacteriophage 
typing of strains of Staphylococcus aureus from various sources. 
Lancet 1:510-514, March 14, 1953. 


Mechanical stresses in 
the human lumbar spine and pelvis 


DON L. GARDNER, Sponsored by J. S. DENS- 
LOW, D.O., Biomechanics Laboratory, Kirksville 
College of Osteopathy and Surgeon, Kirksville, Mis- 
souri. 


In an extensive review entitled “Physiological Study 
of the Vertical Stance of Man,” Hellebrandt and 
Franseen! stated: 


Many years ago Sherrington (1920) remarked that posture 
is a theme worth studying, offering much opportunity for 
observation by those who are willing to undertake it. The 
literature in the field is rich and varied, spanning several 
branches of the basic sciences, medicine and surgery. The 
evolution of the biped stance has received extensive anthro- 
pologic study. The neurological mechanisms which control 
the vertical stance of man and the physiology of the cardio- 
vascular-respiratory responses to the hydrostatic effect of 
gravity have been exhaustively studied. 


This review, and other reports in the literature, 
suggest that there is general agreement that the 
change from the quadruped to the biped stance has 
imposed certain mechanical disadvantages on man. 
However, there are widely divergent opinions re- 
garding the significance of these disadvantages. 
Some hold the view that there is an “extreme in- 
adequacy of adaptation,” and that anatomic and 
physiologic defects in skeletal structures may have 
far-reaching effects. On the other hand, some con- 
sider that the mechanisms which compensate for 
the mechanical disadvantages of the biped stance 
are effective and adequate and have concluded that 
the importance of posture to health has been ex- 
aggerated. 

The objective of this work has been to gain 
further information concerning the actual alignment 
or malalignment characteristics of the osseous struc- 
tures of the trunk; it is anticipated that this informa- 
tion will lead toward a better understanding of the 
genesis and mechanisms of the gravitational stresses 
which appear to be associated with the biped stance. 
Ultimately, we hope that this work will lead to a 
better understanding of the methods which may be 
used to combat and prevent the many and varied 
clinical problems which are involved. In other 
words, we need to determine what malalignments 
can and do occur (in much the same fashion that 
the orthodontists needed to find out about the 
problems of dental symmetry and occlusion a num- 
ber of years ago). We need to establish a better 
approach to the problems of (1) what might pro- 
duce malalignment, (2) what effect malalignment 
might have, actually or potentially, on the total 
This work has been supported by grants from the Bureau of Research 


of the American Osteopathic Association and the National Institutes 
of Health, 
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health of the individual, and (3) what, clinically, 
we can do about these problems. 

Hence an analysis has been made of the align- 
ment of the osseous components of the lumbar spine 
and pelvis in relation to each other, and of the 
alignment of these structures in relation to the 
symmetrically placed feet, to determine the char- 
acteristics and incidence of various types of mal- 
alignment which are found under various conditions 
of health and disease. 

This has been accomplished by means of x-ray 
films, taken with the subjects in weight-bearing 
position. It is recognized that x-ray studies have 
certain limitations in that these films portray only 
two views of a three-dimensional object; in addi- 
tion, the need to keep radiation at the lowest pos- 
sible level requires the maximum use of single “all 
purpose” exposures which introduce factors of dis- 
tortion and magnification. However, despite these 
limitations, the methods employed have yielded 
considerable information concerning the alignment 
characteristics of the subjects in this study. 


1, Hellebrandt, F. A., and Franseen, E. B.: Physiological study 
of vertical stance in man. Physiol. Rev. 23:220-255, July 1943. 


Effect of diethylstilbestrol in male rats 


JACKLYN B. MELCHIOR, Chairman, Department 
of Biochemistry, Chicago College of Osteopathy, 
and BIRUTE M. BALTRUS, Department of Bio- 
chemistry, Loyola University Graduate School, Chi- 
cago, Illinois 


One of the most striking effects of the administra- 
tion of estrogenic substances to the rat is the sharp 
decrease in growth rate which occurs. It has been 
recognized that this is primarily due to an unfavora- 
ble effect upon the appetite; however, the possible 
relationships of this to other effects of the hormone 
have been largely overlooked. Under estrogen treat- 
ment, male rats give the over-all impression of 
pituitary hypofunction, with stunting of growth and 
sexual immaturity. Similar manifestations of pitui- 
tary hypofunctions are observed in malnutrition 
(“pseudohypophysectomy”) and, qualitatively, all 
of the effects of treatment of the male rat with 
estrogens could be due to diminished appetite. Thus 
an interesting dilemma is apparent: Since estrogen 
treatment causes a marked loss of appetite in the 
rat, what, if any, direct effects does this hormone 
have on structures other than the target organs? 

In order to answer this question, placebo-treated 
male albino rats were pair fed with diethylstil- 
bestrol-treated animals. Treatment consisted of im- 
plantation of a 25 mg. pellet of DES under the 
skin. The operation was done without anesthesia 
and the small incision closed with a wound clip. 
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Fifty rats used in the study were divided into 
three groups: untreated, placebo-treated, and DES- 
treated. Each group was divided, half being fed 
ad libitum and half being placed on caloric control. 
When fed ad libitum, the placebo-treated animals 
consumed an average of 14.5 grams of diet per day 
while the DES treated group consumed 6.5 grams. 
Caloric control was obtained by feeding each ani- 
mal 6 grams of diet per day. Animals were sacrificed 
after 10 days of treatment. 

It was found that the entire effect of DES upon 
growth rate was due to the effect upon the appetite. 
The weights of seminal vesicles, prostate, testes, 
pituitary, and adrenal were affected by both the 
diminished appetite and by the hormone. The pro- 
portion of the effect due to the loss of appetite and 
that due to DES differed for each organ, preventing 
a simple generalization. However, the effects on 
pituitary, adrenal, and testes were primarily due 
to the hormone, while the effects on seminal vesicle 
and prostate were primarily due to the decrease in 
appetite. 


Neuromuscular mechanisms 
in human stance 


RICHARD M. HALL, Sponsored by J. S. DENS- 
LOW, D.O., Biomechanics Laboratory, Kirksville 
College of Osteopathy and Surgery, Kirksville, Mis- 
souri 


There appears to be general agreement that erect 
human posture involves a complex interplay of 
neuromuscular activity, elastic tensions in muscle 
and ligaments, and responses to gravitational forces. 

For many years the Sherringtonian view of pos- 
ture was generally accepted; this was summarized 
in the comment, “Standing is a large and composite 
postural reflex and in its execution a fundamental 
element is the contraction of the antigravity muscles 
counteracting the superincumbent weight that would 
otherwise flex the joints and cause the body to sink 
to the ground.” 

Later, when electromyography permitted a more 
accurate evaluation of neuromuscular activity, Kel- 
ton and Wright showed that standing is possible 
without contraction in many antigravity muscles. 
Clemmesen, in supporting and commenting on this 
observation, stated “We must reckon with the pas- 
sive elastic tensions and forces in the muscles, and 
[the fact] that this concept is much more correct 
than the now discarded concept of muscle tone.” 

Eldred has bridged between these points of view 
by pointing out that “the difference in opinions is 
in part semantic, for all observers agree that at the 
extremes of postural sway corrective contractions 
take place.” 


R 


This work has been supported by grants from the B 
of the American Osteopathic Association and the National Institutes 
of Health. 
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Steindler, in an extensive series of lectures under 
the general title “Kinesiology,” has discussed a third 
element which is of major importance in posture: 
The relationship of the body mass to the line of 
gravity (the superincumbent weight referred to by 
Sherrington). He states, “Owing to the compensa- 
tory nature of the curves the spine as a whole 
approaches the line of gravity as much as the 
antero-posterior deflection of the curves will permit. 
In consequence, the body weight is more or less 
evenly distributed in front and back of the line of 
gravity,” and, “Looking at the spine in the frontal 
plane, the gravitational line rises midway between 
the hecls, strikes the gluteal fold, coincides with all 
the spinous processes of the vertebrae and intersects 
with the head at the middle of the occipital bone. 
It divides the body in two symmetrical halves.” In 
other words, the body is divided into four quadrants 
which, when having equal weight, tend to balance 
the body mass around the central line of gravity, 
which is estimated to fall in a position equidistant 
between the feet and slightly anterior to the ankle 
joint. 

However, the role which each of these three 
factors plays in posture or, possibly more important, 
the relationship which each has to the other, is not 
equally well understood. 

In earlier studies it has been observed that in 
certain subjects there was some neuromuscular ac- 
tivity in the paravertebral muscles, even with the 
subject in the “easy standing” position. We have 
also observed that this activity could be markedly 
reduced or eliminated, by having the subject “relax” 
into a “slumped” stance. This raised questions as 
to how attempts to attain a more equal distribution 
of weight in the four quadrants also might involve 
changes in neuromuscular activity, changes which 
might be similar to those seen when women go 
from flat to high heels. 

Hence, in the present experiments, human sub- 
jects were examined electromyographically in “easy 
standing” and “improved posture” positions, as de- 
scribed by Kelton and Wright and by Kendall, 
Kendall, and Boynton, respectively. 


A discussion of the oncostatic agent 
produced by Calvatia gigantea mycelium 


JOSEPH A. STEVENS, Ph.D., Department of Bac- 
teriology and Public Health, Chicago College of 
Osteopathy, Chicago, Illinois 


This paper was essentially a brief history of more 
than 5 years’ work. In 1958, Lucas and his associ- 
ates! reported that crude aqueous extracts of Cal- 
vatia gigantea sporophores retarded the growth of 
sarcoma-180 implants in mice. 

The incidence of the oncostat in 289 C. gigantea 
sporophores (1957 collection) was broken down 


into several categories, and these figures were dis- 
cussed. Similarly, the incidence of the oncostat in 
444 C. gigantea sporophores (1958 collection) was 
discussed. 

The relationship between temperature, mycelial 
growth, and the elaboration of the tumor-retarding 
agent was reviewed. The lack of correlation that 
exists between the sarcoma-180 results obtained 
using extracts of mycelial cultures of the 1957 col- 
lection, as opposed to the results obtained using 
the sporophore extracts of the same collection 
period, was discussed. In addition, a brief resume 
of the technic used to germinate the basidiospores 
of C. gigantea was reviewed, and the isolation of 
strains which proved to be superior (in their ability 
to produce the oncostat) to the tissue-derived 
strains was mentioned. 

The isolation and characterization of the onco- 
static agent (calvacin) from sporophores, and the 
development of the fermentation process (under- 
taken by a group of investigators in the central 
research department of Armour and Company), 
were presented. The ability of calvacin to retard the 
growth of 13 test tumors (out of a spectrum com- 
posed of 24) was discussed, and the future (clini- 
cal) plans for this experimental drug were outlined. 

The discussion was concluded with remarks con- 
cerning our latest studies leading toward quick 
method(s) for assaying for the presence of this 
oncostat. This includes the use of an aquatic fungus 
as an assay organism, as well as serologic study 
employing calvacin as an antigenic agent. It also 
encompasses utilizing Ouchterlony’s (double dif- 
fusion in agar plates) technic and/or an immuno- 
electrophoresis cell to demonstrate antigen-antibody 
precipitation. 


1. Lucas, E. H., et al. Production of oncostatic principles in vivo 
and in vitro by species of the genus Calvatia. Antibiotics Annual 
1958-1959, pp. 493-496. 


Studies of the antigenic properties 
of rabbit muscle and nerve 


PETER TILLEY, NIH Fellow, and P. E. THOMAS, 
D.O., Department of Physiology, Kirksville College 
of Osteopathy and Surgery, Kirksville, Missouri 


Studies in neuroembryology have demonstrated the 
importance of the innervated organ in determining 
the synaptic relations a neuron makes in the spinal 
cord. Nerves finding their way embryologically into 
flexor muscles of the arm establish appropriate 
central connections for flexor muscles. Evidence 
seems to indicate that different central connections 
would have been made if these same neurons had 
found their way into extensor muscle. 

The studies reported here are aimed at detecting 
the constitutional differences in muscles that cor- 
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relate with the differential functional effect of 
muscles on their innervation. Attempts have also 
begun to detect constitutional differences in mature 
nerve fibers of differing function. 

Analysis of muscle components was performed 
by producing marked fluorescent antibodies to a 
particular rabbit muscle site. The marked antibody 
was then reacted with rabbit muscle sections from 
a variety of different sites to determine if the 
marked antibody reacted specifically with the 
muscle site used to produce the antibody or gen- 
erally with all rabbit muscle throughout the animal. 
Reaction only with the muscle section used to pro- 
duce the antibody would indicate antigenic spe- 
cificity of muscle from area to area in the animal 
and would suggest a constitutional basis for nerves 
establishing synaptic relations peculiar for the 
muscle innervated. Evidence of this specificity is 
equivocal. 

The difficulty of comparing the antigenic prop- 
erties of rabbit muscle by the fluorescent antibody 
technic demonstrated the value of using a less anti- 
genically complex tissue in conjunction with a more 
sensitive analytic technic. Analysis of nerve fibers 
was begun on evidence that dorsal root nerves 
would not innervate motor structures. Thus sensory 
fibers showed different functional capabilities than 
motor fibers and for this reason were expected to 
show different structural or constitutional com- 
ponents. It was expected that nerve would be less 
antigenically complex than muscle. Immune diffu- 
sion in agar plates and on cellulose disks with the 
formation of specific lines of precipitation corres- 
ponding to individual antigen-antibody systems are 
under way. 


Liver temperature in normal 
and “spinal”? rabbits during 
induced hypothermia 


JOHN SLOAN,* Student, Department of Physi- 
ology, Chicago College of Osteopathy, Chicago, 
Illinois 


It is generally accepted that shivering is the most 
important homeothermic mechanism for thermo- 
genesis during hypothermia, but there is still much 
controversy concerning the involvement of other 
body tissues. In experiments comparing the liver 
temperature of normal and “spinal” animals during 
a 10 C hypothermic depression of the animals’ core 
temperature, results were observed as shown in 
Figure 1. 

The liver temperature in the normal rabbits was 
0.4 C warmer than their rectal temperature at 
maximal cooling, while the liver temperature of 
®Assisted by NIH: Part-Time Student es Fellowship and the 


American Osteopathic Association B h, Student Re- 
search Training Grant T-1612. 


695 


; 
q 
: 
| 
| 
d 
| 
q 
a 
‘a 
| 
| 
= 


FIGURE | 


° 


37 RECTAL T 


the “spinal” rabbits was 2.0 C warmer at the same 
rectal temperature. Several questions must be an- 
swered to determine the significance of these results. 

1. Does the observed “hepatic heating” represent 
increased metabolism by the liver? Is it possibly 
due to spinal reflex or adrenal medullary activity? 

2. Does the observed “hepatic heating” represent 
a circulatory change? Is it possibly due to “pooling” 


(vasodilation) or decreased blood flow (vasocon- 
striction)? 

To answer these questions, and also to determine 
the extent of thermogenesis by the liver during 
induced hypothermia, the following experiment was 
designed: 

A 10 C hypothermic depression was induced in 
an experimental rabbit using a controlled climate 
box. Critical measurements (liver-rectal differential 
temperature, total hepatic blood perfusion, and he- 
patic oxygen extraction) and control measurements 
(skin temperature, rectal temperature, respiratory 
rate, ECG, EEG, and EMG) were recorded during 
the induced depression and the self-restoration of 
the animal’s core temperature. The experiment was 
repeated four times on the same animal, first as a 
normal control, then as an eleventh thoracic, ninth 
thoracic, and fourth thoracic spinal, consecutively. 

Comparison of the critical measurements from 
the four experimental conditions will answer the 
questions stated and determine the extent of hepatic 
thermogenesis. Further studies would be needed to 
verify reflex, central, or hormonal regulation. 


Proposed amendments to the 


Constitution of the American 


Osteopathic Association 


TRUE B. EVELETH, D.O., Executive Director 


Constitution 


(The three following amendments to the Constitu- 
tion were proposed by the Committee on Constitu- 
tion and By-Laws to clarify references to annual 
meetings and annual conventions. They were read 
in 1960 and may be acted on in 1961.) 


ARTICLE VII—OFFICERS 


Amend the Article by deleting the word “conven- 
tion” in the last sentence of the first paragraph of 
the Article and substituting therefor the words 
“meeting of the House of Delegates.” The sentence 
would then read: “The President-Elect shall auto- 
matically succeed to the Presidency upon his in- 
stallation, during the annual meeting of the House 
of Delegates following his election to the office of 
President-Elect.” 


ARTICLE VII—OFFICERS 


Amend paragraph two by changing the wording to 
read: “In case of inability upon the part of the 
President to serve during the term of office for 
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which he has been elected, the responsibility of 
filling the office of President shall devolve upon the 
Board of Trustees.” 


ARTICLE IX—MEETINGS 


Amend the Article by deleting the first sentence and 
substituting therefor the following: “Wherever re- 
ferred to in this Constitution and By-Laws, the 
words ‘annual meeting’ shall refer to the annual 
meeting of the Board of Trustees or of the House of 
Delegates, and the words ‘annual convention’ or 
‘clinical assembly’ shall refer to the annual clinical 
assembly of the Association.” 


(The following amendment is proposed by the Com- 
mittee on Constitution and By-Laws and would 
clarify the phraseology. It can be read in 1961 and 
be acted on in 1962.) 


ARTICLE VII—OFFICERS 


Amend the third sentence of the first paragraph of 
the Article by deleting the initial word “They” and 
substituting therefor the words “The officers.” The 
sentence would then read: “The officers shall be 
elected annually by the House of Delegates for a 
term of one year, or until their successors are 
elected and installed.” 
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This section is published monthly to inform the practicing physician about new drug products and medical equipment 
made available on the market. It is a reference section prepared by Tue Journat from descriptive material furnished 
by ethical manufacturers. The American Osteopathic Association does not necessarily advocate the use of these prod- 
ucts nor on any product not included. The purpose of the section is to provide trustworthy information in a 
convenient form. 


PLEGINE® 
Chemistry ¢ Plegine is a brand of 
phendimetrazine bitartrate, having 
the chemical formula (d-3, 4-di- 
methyl-2-phenyl-morpholine ) -bitar- 
trate. The substance is a white, 
odorless powder with a bitter taste; 


it is soluble in water, methanol, and 
ethanol; its molecular weight is 341. 


Pharmacodynamics ® Plegine has 
been reported to suppress the ap- 
petite firmly, without excessive 
stimulation of the central nervous 
system or noteworthy side effects 
involving the cardiovascular sys- 
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NEW PRODUCTS 


tem. Clinical studies have confirmed 
the effective depression of appetite 
and control of weight with or with- 
out dietary restrictions. Few cases 
showed significant changes in blood 
pressure, pulse, electrocardiogram, 
or respiration. Weight losses re- 
ported have been statistically sig- 
nificant; in one large series the av- 
erage weekly weight loss for the 
Plegine-treated group of patients 
was at least twice that for the pla- 
cebo group. 


Toxicology ¢ Few side effects 
have been observed with Plegine. 
Occasionally there have been re- 
ports of insomnia and nervousness, 
and rare instances of mouth dry- 
ness, nausea, blurring of vision, diz- 
ziness, constipation, and stomach 
pain. 


Indications ¢ Plegine is useful in 
the management of obesity wher- 
ever excessive appetite is responsi- 
ble for overweight. It is also ad- 
vantageous when excessive appetite 
or weight aggravates associated 
conditions such as diabetes and 


pregnancy. 


Contraindications ¢ As with all 
medications of this type, Plegine is 
contraindicated in cases of coro- 
nary disease, severe hypertension, 
and thyrotoxicosis, and it should be 
used with caution in highly nervous 
or agitated individuals. 


Dosage schedule ¢ The usual dose 
is 1 tablet two or three times a day, 
1 hour before meals. Attention 
should be given to individual re- 
quirements, however, since in some 
cases half the usual dose will suf- 
fice, while in others the dose should 
be doubled. Concomitant dietary 
regimen is advisable. 


How supplied ¢ Plegine tablets, 
scored, each containing 35 mg. 
phendimetrazine bitartrate, are sup- 
plied in bottles of 100 and 1,000. 


Manufacturer ¢ Ayerst Laborato- 
ries, New York 16, New York. 


References ¢ Literature concern- 
ing clinical experience with Plegine 
is available on request from the 
manufacturer. 
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SOMA® COMPOUND 


Chemistry ¢ Soma, the primary in- 
gredient of Soma Compound, is a 
brand of carisoprodol, a propane- 
diol derivative with the chemical 
formula N-isopropyl-2-methyl-2- 
propyl-1,3-propanediol dicarba- 
mate. Each tablet of Soma Com- 
pound contains 200 mg. Soma, 160 
mg. acetophenetidin, and 32 mg. 
caffeine; Soma Compound with 
Codeine has 16 mg. codeine phos- 
phate in addition. 


Pharmacodynamics ® Soma selec- 
tively acts on the reticular forma- 
tion of brain stem, producing both 
a muscle relaxant and an analgesic 
action, with accompanying relief of 
tension. Acetophenetidin is antipy- 
retic as well as analgesic in effect; 
caffeine is a mild stimulant, and 
codeine is analgesic and antitus- 
sive. 


Absorption; fate; excretion ¢ 
Soma is absorbed from the gastro- 
intestinal tract, and peak blood 
concentrations are reached in 2 to 
3 hours. Ten to 25 per cent is ex- 
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creted unchanged in the urine dur- 
ing the first 24 hours. 


Toxicology ¢ The toxicity of Soma 
is extremely low. The only side ef- 
fect reported with any frequency 
is drowsiness. There is no specific 
antidote. Codeine may be habit- 
forming. 


Indications © Soma Compound is 
indicated for the relief of pain in 
neuralgia, dysmenorrhea, upper res- 
piratory distress, and postsurgical 
conditions; Soma Compound with 
Codeine offers enhanced analgesic 
action in headache, toothache, my- 
algia, and chronic or traumatic 
pain. The codeine-containing com- 
pound is also indicated for reduc- 
tion of pain, stiffness, and fever in 
rheumatic conditions, and cough 
and fever in colds and upper res- 
piratory infections. Anxiety associ- 
ated with pain is reduced, permit- 
ting better sleep. Onset of action 
is rapid, and effects last 4 to 6 
hours. 


Contraindications ¢ No specific 
contraindications have been report- 


ed. As with other central nervous 
system depressants, Soma Com- 
pound should be used with cau- 
tion in addiction-prone individuals. 
Should skin rash or other indica- 
tions of hypersensitivity occur, 
administration of the compound 
should be discontinued and appro- 
priate symptomatic treatment insti- 
tuted. 


Dosage schedule ¢ The usual 
adult dose of Soma Compound 
either with or without codeine is 
one or two tablets, orally, three 
times daily and at bedtime. 


How supplied ¢ Soma Compound, 
apricot-colored, scored tablets, and 
Soma Compound with Codeine, 
white lozenge-shaped tablets, in 
bottles of 50. Soma Compound with 
Codeine is subject to federal nar- 
cotic regulations. 


Manufacturer Wallace Labora- 
tories, Cranbury, New Jersey. 


References © The Soma Reference 
Manual is available on request 
from the manufacturer. 
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NEW SANBORN 
INSTRUMENTS 


Automatic Cell Counter ¢ The 
Model 75 Sanborn-Frommer Cell 
Counter has been designed to sim- 
plify the cell counting process, re- 
duce operator fatigue, and permit 
more counts to be made in a given 
period than is possible with con- 
ventional methods. The optical-elec- 
tronic instrument uses a high dilu- 
tion ratio which permits individual 
cells to be sensed as they pass 
through the inspection chamber. 
The large panel meter is calibrated 
with two scales: one for erythrocyte 
counts from 0 to 7.4 million per 
cubic millimeter, and the other for 
leukocyte counts from 0 to 25,000 
per cubic millimeter. Readout is 
direct, without need for conversion 
tables or correction factors. The 
chamber is rinsed only when chang- 
ing from white to red cell counting 
or when the instrument is to be 
stored. 

The cell count is obtained and 
read directly from the panel meter 
in 25 seconds, simply by pouring 
the diluted sample into the count- 
ing chamber and depressing the 
lever. The instrument has been 
tested on a variety of pathologic 
specimens of blood; the total num- 
ber of cells sampled is about fifty 
times that possible by manual 
count, thus reducing statistical er- 
ror. A simple device is provided for 
a convenient and accurate check of 
instrument calibration. The Model 
75 Cell Counter is 12% inches high, 
18% inches wide, and 16 inches 
deep; it weighs about 44 pounds 
and the power requirements are 
115 volts, 60 cycles, 90 watts. Com- 


plete details are available on re- 
quest from the Inquiry Director, 
Sanborn Company, Medical Divi- 
sion, 175 Wyman Street, Waltham 
54, Massachusetts. 


Monitoring Oscilloscope ¢ The 
new 17-inch monitoring oscillo- 
scope will display up to eight dif- 
ferent phenomena simultaneously. 
It is specifically designed for use 
as a visual monitoring instrument 
with multi-channel oscillographic 
recording systems. Called the Mod- 
el 769 VisoScope, this instrument 
provides instantaneous presentation 
of events and supplements the writ- 
ten record of the recording system. 
The oscilloscope uses separate gat- 
ing amplifiers for each trace, the 
number of amplifiers available de- 
termining the number of events 
that may be viewed. Automatic 
sweep speeds of 3, 6, and 12 sec- 
onds are provided; the speeds may 
also be controlled manually, and 
with this method an additional 
speed of 30 seconds is possible, for 
use when slowly varying wave- 
forms are being viewed. The gating 
amplifiers provide position, gain, 
and range or attenuation controls. 

Model 769 is housed in a cabinet 
19 inches wide, 28 inches high, and 
21 inches deep. The viewing unit 
can be tilted to a twenty-degree 
angle so that the entire unit can be 
located above eye level and still 
viewed with minimum parallax. 
A Polaroid filter covers the viewing 
screen and reduces glare from 
room lights. Complete specifica- 
tions on this instrument also are 
available on request from the In- 
quiry Director of the Sanborn Com- 


pany. 


Model 75 Sanborn-Frommer Cell Counter 
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NACTON® 


Chemistry * Nacton is a brand of 
poldine methylsulfate, a long-act- 
ing inhibitor of gastric acid secre- 
tion and gastrointestinal hypermo- 
tility. The chemical designation 
is 2-benziloyloxymethy]-1,1-dimeth- 
ylpyrrolidinium methylsulfate. It is 
a creamy white water-soluble crys- 
talline powder. 


Pharmacodynamics Nacton in- 
hibits gastric acid production at the 
parietal cell level, and also de- 
creases hypermotility states of the 
stomach and bowel. The nonparie- 
tal secretions of the gastric mucosa 
which have a protective action are 
not affected by this drug. Con- 
trolled clinical studies have demon- 
strated that Nacton can produce 
continuous reduction in gastric acid 
secretion by as much as 40 to 60 
per cent. Excellent relief from pain 
has been reported in cases of duo- 


denal ulcer. The effect of the drug 
on hypermotility states has been 
confirmed by open-tip pressure 
transducer studies, barium meal 
transit times, and decreased fre- 
quency of stools. Nacton was found 
to be much more active than atro- 
pine in inhibiting gastric acid secre- 
tion and equal to atropine in in- 
hibiting intestinal motility. 


Absorption; fate; excretion 
Tests have shown that gastric acid 
secretion remains inhibited by as 
much as 50 per cent, 8 to 9 hours 
after the administration of a single 
dose. 


Toxicology * At the recommended 
dosage levels, Nacton rarely causes 
side effects. At high dosage, pa- 
tients may experience slight dryness 
of the mouth, interference with vi- 
sion, constipation, difficulty in mic- 
turition, and tachycardia; such 
untoward effects can usually be 


eliminated by a downward adjus:- 
ment of dosage. No serious side ef- 
fects or toxic reactions have been 
reported, however. 


Indications ¢ Nacton is indicated 
especially for reducing hypersecre- 
tion associated with peptic ulcer 
and hyperacidity. Through its re- 
duction of gastrointestinal motility 
the drug may be of benefit also to 
patients with ulcerative colitis, 
gastritis, hyperchlorhydria, enter- 
itis, “dumping syndrome,” duo- 
denitis, and pancreatitis. 


Contraindications Nacton 
should be used with caution in 
cases of glaucoma, prostatic hy- 
pertrophy, pyloric obstruction, cor- 
onary artery disease, or tachy- 
cardia. 


Dosage schedule ¢ The average 
effective dose of Nacton is 4 mg. 
three or four times daily, before 
meals and at bedtime. If Nacton 


therapy is interrupted and then re- 
sumed at the same dosage level, 
side reactions may occur; in such 
instances therapy should be re- 
sumed at a slightly lower dosage 
and gradually increased to the pa- 
tient’s therapeutic level. 


How supplied ¢ Nacton is sup- 
plied as 4-mg. pink, scored tablets, 
in bottles of 100. 


Manufacturer McNeil Labora- 
tories, Inc., Philadelphia 32, Penn- 
sylvania. 


References ¢ Douthwaite, A. H., 
and Hunt, J. N., Brit. Med. J. 
1:1030, 1958. Douthwaite, A. H., 
Hunt, J. N., and MacDonald, L., 
Brit. Med. J. 2:275, 1957. Wissmer, 
B., Praxis 49:813, 1960. Clinical Re- 
ports, Beecham Research Labora- 
tories Ltd., Brentford, Middlesex, 
England, and the McNeil Labora- 
tories Inc., Philadelphia. 
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EMKO® VAGINAL FOAM 


Chemistry ¢ Emko Vaginal Foam 
contains the spermicide nonyl 
phenoxy polyoxyethylene ethanol, 8 
per cent, and benzethonium chlo- 
ride, 0.2 per cent. 


Pharmacodynamics * Emko Vag- 
inal Foam is a nonirritating contra- 
ceptive. The aerosol action creates 
a block of foam sealing the cervical 
os, thus performing a diaphragm- 
like function. The total surface 
area of each bubble of foam con- 
tains the spermicidal agent. Since 
the foam vanishes after use, no 
douching is required. The method 
was developed to provide a new 
method of contraception that might 
prove effective in controlling birth 


rate under adverse conditions in 
overpopulated areas, and prelimi- 
nary experience in Puerto Rico in- 
dicated that Emko Vaginal Foam 
was successful in meeting this need. 
In this country, clinical studies 
supported by the Margaret Sanger 
Research Bureau showed that the 
contraceptive foam possessed a 
high degree of spermicidal activity 
in vivo and involved no subjective 
or objective evidence of local dis- 
comfort or irritation. Among 362 
patients using Emko for 1 to 22 
months there were 12 unplanned 
pregnancies; in 7 of these cases 
there was irregularity in the use of 
the contraceptive. Two planned 
pregnancies occurred promptly af- 
ter use of the contraceptive was dis- 
continued. 


Toxicology ¢ No adverse reactions 
to Emko Vaginal Foam have been 
reported. 


Indications ¢ Emko Vaginal Foam 
is indicated for prevention of con- 
ception routinely in normal wom- 
en, particularly where simplicity of 
technic and relatively low cost are 
of significant importance. 


Contraindications * No contrain- 
dications or precautions have been 
reported. 


Administration e The preparation 
is an oil-in-water dispersion main- 
tained by surface-active agents, 
which is combined under pressure 
with a liquefied gas propellant so 
that the liquid dispersion can be 


expelled as a foam into a vaginal 
applicator. The container is a plas- 
tic-coated glass bottle with a valve 
cap; in use, the applicator is touched 
to the top of the bottle with slight 
downward pressure and is filled 
with foam. The applicator is then 
applied intravaginally before inter- 
course. 


How supplied ¢ Emko is supplied 
in kits containing a 30-gram aerosol 
bottle and an applicator. 


Manufacturer ¢ The Emko Com- 
pany, 7912 Manchester Avenue, St. 
Louis 17, Missouri. 


Reference © Sobrero, A. J., Fer- 
tility and Sterility 11:518, 1960. 


JOURNAL A.O.A., VOL. 60, APRIL 1961 


Ay 
| 
703 


FORHISTAL® 


Chemistry ¢ Forhistal is a brand 
of dimethpyrindene maleate, desig- 
nated as 2-[1-[2-(2-dimethyl-ami- 
noethy] ) -3-indeny]] -ethyl-}pyri- 
dine maleate. It is a colorless 
crystalline substance melting at 157 
to 159 degrees C., and is approxi- 
mately 0.5 per cent soluble in water 
at room temperature. Both the crys- 
talline form and the aqueous solu- 
tion are stable indefinitely at room 
temperature. 


Pharmacodynamics ¢ Laboratory 
studies have shown Forhistal to be 
highly potent in protecting against 
a standard intravenous lethal dose 
of histamine. In clinical usage the 
drug has been reported to be an 
effective antihistamine in a broad 
range of allergic problems in pa- 
tients of all ages. It has been found 


to relieve many allergic and pru- 
ritic disorders at a relatively ex- 
tremely low dosage level, and is 
often effective in patients who 
have not been relieved by other 
agents. 


Toxicology ¢ The principal side 
effect of Forhistal is some degree 
of sedation or drowsiness. Other 
side effects, infrequently reported, 
are dryness of the mouth, gastro- 
intestinal discomfort, nausea or 
diarrhea, excessive stimulation, in- 
somnia or irritability, dizziness, 
headache, bladder discomfort, and 
increased nocturia. 


Indications ¢ Forhistal is indicated 
for respiratory allergies such as 
seasonal and perennial rhinitis and 
vasomotor rhinitis, ocular allergies, 
allergic dermatoses such as urticar- 
ia, angioneurotic edema, and der- 
matitis medicamentosa, and pruritic 


dermatoses, as an adjunct to other 
therapy in the management of 
atopic and contact dermatitis. 


Dosage schedule ¢ For adults and 
children over 6, the usual dose is 
1 or 2 tablets 1 to 3 times daily or 
1 Lontab in the morning and again 
at night, or 1 or 2 teaspoons of 
syrup | to 3 times daily; for chil- 
dren under 6, 0.3 ml. to 0.6 ml. of 
the pediatric drops, 2 or 3 times 
daily. 


How supplied ¢ Forhistal is avail- 
able as tablets, 1 mg., or 2.5-mg. 
Lontabs, in bottles of 100; syrup, 
each 5-ml. teaspoon containing 1 
mg., in bottles of 4 fluid ounces; 
pediatric drops, 0.5 mg. per 0.6 ml., 
in bottles of 1 fluid ounce. 


Manufacturer ¢ Ciba Pharmaceu- 
tical Products Inc., Summit, New 
Jersey. 


, 


QURRENT LITERATURE 


Recurrent pericardial effusion after 
nonpenetrating chest trauma 


> Two cases of pericardial effusion with cardiac 
tamponade after blunt chest trauma are described 
by M. Jay Goodkind, M.D., William E. Bloomer, 
M.D., and Allan V. N. Goodyer, M.D., in The New 
England Journal of Medicine, November 3, 1960. 
Treatment with adrenocortical steroids relieved 
symptoms and reduced pericardial effusion in each 
case. Pericardiectomy was performed in both after 
the recurrent effusions had been controlled with 
steroids. 

In the 2 cases reported, both patients were 
college students, one of whom had been injured 
in an auto accident and the other in a game of 
touch football. In the first case, the patient’s first 
episode of cardiac tamponade did not appear 
clinically until 2 months after the initial chest 
injury. In the second case the elapsed time was 
2 weeks. Despite the present frequency of auto- 
mobile accidents, particularly involving steering- 
wheel injuries, the reported incidence of these 
heart lesions is remarkably low. The authors sug- 
gest that the lapse of time between injury and 
onset of symptoms may often result in failure ‘to 
recognize the traumatic pathogenesis of the peri- 
cardial effusion. 

Early suspicion of the possibility of tamponade 
is one of the most important requisites for its 
treatment. The ‘classic signs of pericardial tam- 
ponade are: orthopnea, distended neck veins, 
elevated venous pressure, weak apical impulse, 
distant heart sounds, diminished pulmonic second 
sound and pulsus paradoxicus, decreased ventricu- 
lar pulsations on fluoroscopy, and characteristic 
changes in cardiac contour on x-ray films with 
changes in body position. 

Pericardiocentesis has provided a rapid ard rela- 
tively safe method for the management of acute 
cardiac tamponade. Pericardiectomy is used for 
more effective control of effusion and to prevent 
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chronic constrictive pericarditis. Steroids were used 
in the 2 cases reported in order to control recurrent 
pericardial effusion and to avoid surgical interven- 
tion if possible. However, since the long-term 
response to steroids under such conditions was 
unknown, pericardiectomy was decided upon as 
the most likely way to prevent ultimate constriction. 
In the authors’ opinion, these cases demonstrate 
clearly the value of steroid therapy in the manage- 
ment of recurrent tamponade during the period 
when the decision regarding pericardiectomy is 
being considered, and future application of this 
form of treatment may indicate whether the 
steroids can replace pericardiectomy altogether. 


Infection and immunity in chronic 
lymphocytic leukemia 


> Large doses of gamma-globulin may help in 
controlling and preventing bacterial infections in 
patients with chronic lymphocytic leukemia, accord- 
ing to a report by Richard K. Shaw, M.D., Clarence 
Szwed, Dane R. Boggs, M.D., John L. Fahey, M.D., 
Emil Frei III, M.D., Eleanor Morrison, and John 
P. Utz, M.D., in the A.M.A. Archives of Internal 
Medicine, October 1960. The suggestion is based 
on evidence that the failure to produce circulating 
antibodies appears to be a major deficit in host 
resistance to bacterial infections in this disease. 

A review of 42 cases of chronic lymphocytic 
leukemia showed that during a 5-year period 22 
of the patients developed 46 major bacterial infec- 
tions, 7 of which were fatal. The serum gamma- 
globulin concentration was measured in 36 of the 
42 patients and was found to be extremely low 
in 23. A fair correlation was observed between 
the frequency of bacterial infections and the pres- 
ence of hypogammaglobulinemia. Antigenic stimu- 
lation with four antigens was carried out in 24 
patients, some of whom had normal gamma-globu- 
lin levels, and in 13 normal subjects serving as 
controls. It was noted that the patients showed 
considerably less ability to produce circulating 
antibodies than the controls. There was good cor- 
relation between inability to produce antibodies 


’ and frequency of infections. Delayed cutaneous 


reactions to tuberculin and histoplasmin were 
normal, however, despite the deficit in circulating 
antibody production. Also, there was no relation- 
ship between response to antigenic stimulation and 
isohemagglutinin titers, which were normal in only 
33 per cent of patients. 
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Since bacterial infections are a frequent and 
often fatal complication in patients with chronic 
lymphocytic leukemia, it is important that the 
physician be aware of such intrinsic factors in 
infectious complications. The authors include a 
fairly exhaustive review of recent literature on 
this subject. 


Prolonged use of sodium liothyronine 


> The effects of long-term treatment with sodium 
liothyronine on thyroid parameters and symptoms 
are discussed by Samuel U. Greenberg, M.D., and 
Winifred C. Loughlin, M.D., in the New York State 
Journal of Medicine, November 1, 1960. Fourteen 
patients with various thyroid diagnoses were studied 
for periods of 3% to 24 months. Baseline studies of 
symptoms and of basal metabolic rate, serum 
cholesterol, protein-bound iodine, and radioactive 
iodine uptake were done, then repeated at varying 
intervals while the patients were on varying dosages 
of sodium liothyronine (Cytomel), placebo, and 
psychic stimulants. 

Treatment with sodium liothyronine caused a 
drop in serum protein-bound iodine and in radio- 
iodine uptake; the changes persisted as long as 
treatment was continued. Therefore it appears that 
these two indexes are of no value in determining 
the proper maintenance dosage of sodium liothy- 
ronine, and this diagnostic pitfall in patients who 
have been taking the drug is emphasized. In clearly 
hypothyroid states the drug was effective in a 
manner similar to that of desiccated thyroid. The 
cases of hypometabolic syndrome, however, showed 
no significant or consistent response to sodium 
liothyronine; these patients responded better 
symptomatically to the psychic stimulants (dextro- 
amphetamine alone and with amobarbital). In a 
borderline case of hypothyroidism, the administra- 
tion and withdrawal of sodium liothyronine served 
te clarify the diagnosis. 


Experimental effect of cigarette smoke 
on human respiratory cilia 


> The inhibiting effect of cigarette smoke on 
ciliary activity is described by John J. Ballenger, 
M.D., in The New England Journal of Medicine, 
October 27, 1960. It is suggested that this is one 
of the mechanisms through which tars may collect 
in the lower respiratory tract and come into contact 
with the mucosa. In heavy and persistent smoking 
the tars may be assumed to stay in contact with 
the bronchial mucosa for long periods. 

To make a direct study of the effect of cigarette 
smoke on cilia, the author modified a method 
previously described by others, obtaining explants 
of respiratory epithelial cells in which ciliary 
motion could be observed and filmed under condi- 
tions closely resembling those in the natural state. 
Separate “clots” of cells, each clot a rounded mass 
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with the cilia outward, were seen through the 
microscope to rotate 6 to 30 times per minute under 
the force of the beating cilia. The rotation served 
as a convenient quantitative criterion of ciliary 
activity. The clot was first bathed in a basic salt 
solution and the speed of rotation observed and 
recorded on moving-picture film at 16 frames per 
second. Next, perfusion was carried out with the 
test solution, and the effect on the speed of rotation 
was observed and filmed. To make the test solu- 
tion, smoke from two cigarettes was introduced 
into 100 ml. of the basic salt solution, with appro- 
priate measures to prevent particulate matter from 
entering. The solution changed from colorless to 
slightly amber; the pH dropped from about 7.76 
to 7.38. Results of experiments showed that per- 
fusion with basic salt solution caused no appreciable 
change in the rotation of the aggregates of ciliated 
cells; perfusion with the “smoked” solution stopped 
rotation within 5 to 28 minutes in 12 consecutive 
experiments. When exposure to the test solution 
was terminated before the toxic effect was marked, 
reperfusion with salt solution restored the baseline 
speed of rotation; at higher levels of toxicity the 
effects were irreversible. In most cases the formerly 
rotating body disintegrated. When room air was 
bubbled through the basic solution in the same 
way that smoke was for the test solution, perfusion 
with the “aired” solution had no appreciable effect 
on the cilia. 

In addition to the long-term effect of exposure 
to possibly carcinogenic combustion products, the 
decreased efficiency of the ciliary mechanism caused 
by smoke may play a part in the productive cough 
noted by smokers. If the cilia do not keep the 
airway clean, the blanket of mucus containing 
foreign material collects and eventually initiates 
the cough reflex. 


Renal tuberculosis in children 


> Modern antituberculosis chemotherapy makes it 
possible to control renal tuberculosis even in ad- 
vanced cases, according to a report by John K. 
Lattimer, M.D., and Gil Vasquez, M.D., in Post- 
graduate Medicine, October 1960. This serious 
complication, resulting from invasion of the kidneys 
by tubercle bacilli, is difficult to detect in children, 
because of the mildness of the symptoms, the small 
number of leukocytes in the urine, and absence of 
increase in the erythrocyte sedimentation rate. 
Among 23 cases reported by the authors, the dis- 
ease was far advanced in 9, and nephrectomy was 
performed in 6 of these. The operation controlled 
the disease in 4 of the 6 cases. In 5 advanced cases, 
triple drug therapy controlled the disease in all. In 
10 cases of noncavitary renal tuberculosis, cultures 
of the urine have remained negative for Mycobac- 
terium tuberculosis since the prolonged use of 
chemotherapy. The results are similar to those ob- 
tained in a larger group of adult patients, in whom 
chemotherapy appeared to be more effective than 


nephrectomy in preventing involvement of the 
other kidney. Triple drug therapy involves the ad- 
ministration of streptomycin, sodium para-amino- 
salicylate, and isoniazid, the regimen being based 
on the appropriate dosage schedule for each sepa- 
rate drug. New chemotherapeutic agents are being 
tested, and there is a possibility that chemotherapy 
will eventually replace excisional therapy in cases 
of genitourinary tuberculosis. 


Pitfalls in the clinical diagnosis 


of aortic stenosis 


> The difficulty of clinical recognition of aortic 
stenosis is discussed by Maxwell L, Gelfand, M.D., 
in the New York State Journal of Medicine, Novem- 
ber 15, 1960. In view of developments in the field 
of cardiac surgery, however, it is mandatory for 
the clinician to be more exact in diagnosing cardiac 
lesions and to understand more fully their physi- 
ologic significance, in order to evaluate the indi- 
cations for surgical treatment. At present the 
diagnosis of aortic stenosis may sometimes be 
erroneous, but is more often overlooked entirely. 
The classic tetrad of signs, although an excellent 
working basis, very often does not occur in toto, 
so that strict reliance on this combination may be 
misleading. The author suggests that aortic stenosis 
be suspected whenever significant systolic murmur 
is audible either at the base or at the apex. Further 
investigations would then include: x-ray study of 
the size of the heart, especially in the right lateral 
position, to demonstrate calcification of the aortic 
cusps; review of the case history with regard to 
symptoms of cerebral deficit or angina; and a 
demonstration of the characteristic carotid pulse 
curve by the neck-cuff method. Absolute confirma- 
tion, however, can be achieved only when the 
pressure within the left ventricle exceeds the 
systemic pressure, as determined by left-heart 
catheterization. 


Bacterial invasion of blood following 
oral surgical procedures 


> A study of the effectiveness of oral penicillin 
in preventing bacteremia following oral surgical 
procedures is reported by Alexander Schirger, 
M.D., William J. Martin, M.D., R. Quentin Royer, 
D.D.S., and Gerald M. Needham, Ph.D., in the 
Proceedings of the Staff Meetings of the Mayo 
Clinic, October 12, 1960. Of the 127 patients con- 
stituting the series, 50 received no antibiotic before 
the operation (Group A); 50 received 4,000,000 
units of phenoxymethyl penicillin in four doses 
preoperatively (Group B); the remaining 27 re- 
ceived a total preoperative dose of 2,000,000 units 
of the antibiotic (Group C). Samples of blood 
for cultures were obtained from. all patients imme- 
diately after the operation and 18 hours later. 
None of the patients had cardiovascular defects 
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which would make them vulnerable to endocarditis. 
Results showed that 27 patients in Group A had 
positive cultures of the blood obtained at operation, 
10 of which yielded Streptococcus mitis and 1 
Staphylococcus aureus. Eighteen hours after opera- 
tion the blood of all 27 patients was negative for 
bacteria. However, organisms grew in cultures of 
blood drawn 18 hours after operation from 5 
other patients even though the first cultures in 
these cases had been negative. In Group B, 8 of 
the immediate postoperative cultures were positive; 
18-hour cultures in these cases were negative. 
However, 18-hour cultures in 3 other cases grew 
organisms although the first cultures had been 
negative. No mitis streptococci were encountered 
in Group B. In Group C there were 5 positive 
cultures of blood obtained at operation, one yield- 
ing Streptococcus mitis. The 18-hour cultures in 
these cases were negative, but 4 other cases in 
which the first cultures had been negative showed 
positive cultures at 18 hours. 

It was concluded that oral administration of 
phenoxymethy] penicillin is effective without ad- 
junctive parenteral administration of penicillin G, 
and that the treatment with 4,000,000 units of the 
antibiotic need not begin until 24 hours before the 
operation. The authors point out that while bac- 
terial invasion of the blood after oral surgical pro- 
cedures is usually a transient procedure, the phe- 
nomenon should not be regarded lightly, since the 
organisms implicated can cause endocarditis, if not 
primary infection. 


The relations between the antinuclear, 
rheumatoid, and L.E.-cell factors in the 
systemic rheumatic diseases 


> An investigation into the relative specificity of 
serologic tests for the various rheumatic syndromes 
is reported by Arthur P. Hall, M.D., Wadi A. 
Bardawil, M.D., Theodore B. Bayles, M.D., Alma 
D. Mednis, and Nora Galins, in The New England 
Journal of Medicine, October 20, 1960. The pos- 
sibility that the syndromes might be accurately 
differentiated on the basis of such tests has excited 
considerable study of the serum factors that pro- 
duce the histologic phenomena noted. The study 
reported here was planned to provide more infor- 
mation about the serologic test patterns in patients 
in whom the diagnosis was most certain, and hence 
more about the significance of positive tests in 
other patients. It was also planned to test the 
separability of the factors in patients who showed 
more than one positive reaction. Accordingly, 
serums obtained from 168 patients with typical 
and clearly defined rheumatoid arthritis, dissemi- 
nated lupus erythematosus, polyarteritis nodosa, 
scleroderma, or dermatomyositis, were each tested 
for the presence of rheumatoid factor, L.E.-cell 
factor, and antinuclear globulin. 

The findings in the authors’ experiments, which 
are described in detail in this article, suggest that 
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although there are general patterns of serologic 
tests that are typical for each syndrome, the factors 
may be found singly or in combination in patients 
with each of the systemic rheumatic diseases. In 
rheumatoid patients in this study in whom all 
three tests were positive, the rheumatoid factor 
was different and separable from the factors that 
produced L.E. cells and nuclear binding; in such 
cases none of the tests could be considered false 
positive. It is conceivable that if diligent search 
were made with sensitive technics, all three factors 
might be found in virtually every patient with 
systemic rheumatic disease. The question of con- 
centration of the serum factors in patients with 
rheumatic disease has not been settled; moreover, 
there are individual minor differences in mechanism 
which may or may not reflect the pathogenesis of 
the pathologic states. In general it is concluded 
that several of the rheumatic diseases may be 
characterized by the production of a variety of 
factors combining with different components of 
serum and tissue. Although high titers of a given 
factor seem to correlate well with a given clinical 
syndrome, the frequency with which each factor 
is found in several syndromes should prompt cau- 
tion in assigning pathogenetic significance to the 
factors or in differentiating the syndromes on the 
basis of such factors. 


Transitional distress 
in infants of diabetic mothers 


> Further investigations of the newborn infant's 
struggle to overcome harmful intrauterine effects 
are reported by Clemmie Everley Moore, M.D., 
Jacob L. Kay, M.D., Murdina M. Desmond, M.D., 
and Robert V. Dutton, M.D., in The Journal of 
Pediatrics, December 1960. The concept of transi- 
tional distress had previously been described in 
connection with infants whose umbilical cords con- 
tinued to pulsate for a prolonged time after birth. 
This article includes a description of the clinical 
behavior of 28 infants of diabetic mothers and a 
comparison of the symptoms in these infants with 
those in the infants previously described. There 
was no evidence of intrinsic disease in the 28 cases 
selected. Seven had no difficulty with the onset of 
respiration at birth, and no difficulties were ob- 
served during their stay in the hospital. Five had 
transient and variable symptoms without a definite 
clinical pattern, and 16 showed a sequence of 
cardiopulmonary and neurologic distress. In these 
16 cases the syndrome was similar to that previ- 
ously described as transitional distress; however, 
the duration of distress in infants of diabetic moth- 
ers was more than twice as long as that for infants 
with prolonged cord pulsations after birth. The 
occurrence and severity of distress in the infants 
appeared to correlate with the severity of the ma- 
ternal diabetes, and may also have been affected 
by the complications, medications, and procedures 
involved in the mother’s case before parturition. 


Hydramnios in the mother was associated with a 
higher frequency of neonatal distress in the infant; 
toxemia, however, appeared to involve no such 
relationship. Management of the infants during 
transitional distress included liberal use of oxy- 
gen when cyanosis was apparent, intravenous glu- 
cose when neural hyperexcitability was noted, se- 
dation in a few cases exhibiting exaggeration of 
neural symptoms, and withholding of oral feeding 
during the period of greatest distress. Five of the 
28 infants have shown evidence of neurologic ab- 
normalities at 9 to 22 months of age; although fur- 
ther study will be necessary to evaluate this point, 
the results imply that the effects of maternal dia- 
betes on the infant may be important in the future 
development of the child, as well as in the immedi- 
ate neonatal period. 


Symposium on the office laboratory 


> Practical and detailed advice on various diag- 
nostic and screening procedures is offered in this 
symposium appearing in The Medical Clinics of 
North America, November 1960. Guest editors for 
this issue were Charles T. Lee, Jr., M.D., and Ed- 
ward H. McGehee, M.D., who also contributed 
articles; all contributors to the symposium are phy- 
sicians and teachers in the Philadephia area. The 
issue was designed to meet the many requests for 
a volume devoted to office laboratory procedures 
which would mention short cuts, newer and simpler 
methods, and some measure of the value of these 
procedures. The subjects covered were chosen in 
view of the needs of the physician in “solo” prac- 
tice. Part I begins with a description of basic equip- 
ment for a physician’s office laboratory; the other 
articles in this section describe procedures and 
equipment for evaluation of renal function, blood 
sugar, cardiac function, and studies in gastroenter- 
ology, endocrinology, dermatology, hematology, 
bacteriology, and fluoroscopy. The articles in Part 
II describe screening procedures in pulmonary and 
cardiac diseases, anemia and leukocytosis, adrenal 
and parathyroid disease and gout, atherosclerosis, 
and neurologic problems. 


Hypnosis in anesthesiology 


> This review, prepared by George Wallace, 
M.D., and Carl A. Coppolino, M.D., is one of a 
series entitled “Recent Advances in Medicine and 
Surgery,” published in the New York State Journal 
of Medicine. This article, appearing in the issue 
for October 15, 1960, surveys the role of hypnosis 
from its inception in the field of anesthesiology, 
describes its development in medical practice in 
general, and evaluates the applications of hypno- 
therapeutic method in procedures requiring anes- 
thesia. 

As long as the emotional aspects of patients play 
a large role in therapy, there will continue to be a 


need for a psychodynamic maneuver such as hypno- 
anesthesia. Until many more aspects of the pain 
syndrome are elucidated, the hypnotherapeutic 
method is of great value, as attested to by its 
successful use by many investigators. In addition, 
hypnosis may be capable of relieving, delaying, 
or moderating drug addiction, which so often 
complicates cases of chronic pain. It is predicted 
that the applications of hypnosis in the practice of 
anesthesiology will increase as the indications for 
such treatment become more precise. Hypnoanes- 
thesia must be considered an adjunct, however, 
rather than a substitute. The indiscriminate use of 
hypnotherapy in anesthesiology is regrettable; the 
ultimate welfare of patients is best served when 
hypnosis is a selective and integrated aspect of 
anesthesiologic care. 


Collagen diseases—unanswered questions 
on pathogenesis and etiology 


> If the clinician’s interests in the collagen dis- 
eases are to be more than merely routine diagnosis 
and therapy, he must keep four questions con- 
stantly in the foreground, according to R. H. Kamp- 
meier, M.D., reporting in the Archives of Internal 
Medicine, December 1960. The questions are: 
1. Can these diseases be considered categorically 
as distinct clinical entities? 2. Are the several col- 
lagen diseases distinct entities, different one from 
the other both pathologically and immunologically? 
3. Is the apparent increase in the less common col- 
lagen diseases (other than rheumatoid arthritis) 
relative, or is it absolute? 4. If there is an absolute 
increase in the disease, what etiologic factors are 
present now which were absent in past decades? 

The author illustrates the difficulty of answering 
the questions by reports of cases in which the di- 
agnosis either was in doubt for many years, or had 
to be changed from time to time, or was never 
clearly established. He then answers the four 
questions, to some degree, as follows: 1. He be- 
lieves that in other than “textbook” systemic lupus, 
an absolute diagnosis often cannot be made, regard- 
less of the L.E. cell. Passage of time may be needed 
to establish the diagnosis, and meanwhile the clini- 
cal picture may be variable. 2. Current experimen- 
tal work points to the concept that the collagen dis- 
eases represent a basic immunologic reaction whose 
outward characteristics depend on the site, the 
acuity, or the chronicity of the pathologic process, 
and the size of the vessel involved; these features 
govern the interpretation of antigen-antibody reac- 
tions. 3. Although it is not known with certainty, 
the author suspects that there is an absolute in- 
crease in the collagen diseases. 4. If such an in- 
crease is an actuality, the epidemiologic factors 
operating in the past 20 or 30 years must be con- 
sidered in addition to the factors of infection. The 
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principal new factors which have entered our lives 
are the exposure to new and potent drugs and over- 
exposure of untanned areas of the body to sunlight, 
too quickly. That these are potential hazards has 
been established, and the question of their effect 
in the genetically predisposed person must be con- 
sidered. Here a carefully detailed clinical history 
is of great importance; it should include complete 
information about previous medication and _ its 
side effects in each instance. Thus the physician 
will often be forced to wonder and to speculate, in 
order to approach a diagnosis in this extraordinari- 
ly problematic area. 


Current concepts of uterine curettage 


> The importance of meticulous procedure in 
uterine curettage is emphasized by Buford Word, 
M.D., in Postgraduate Medicine, November 1960. 
Although uterine curettage was developed origi- 
nally as a therapeutic measure, it has become the 
prime diagnostic procedure for early detection of 
cancer, and any therapeutic benefit is now con- 
sidered to be only incidental. In line with this cur- 
rent concept, it is emphasized that in addition to 
scraping the uterus, tissue for biopsy should be re- 
moved simultaneously from both the cervix and 
endocervix. “For the procedure to yield maximal in- 
formation,” says the author, “it must be done ritual- 
istically, gently, and with thoughtful consideration 
to every step.” Following are the steps in the “ritual 
for curettage” which the author explains in detail in 
the article: 1. Empty the bladder; 2. do a bimanual 
pelvic examination; 3. obtain tissue from the region 
of the transitional zone of the squamocolumnar 
junction; 4. proceed with gentle curettage of the 
endocervical canal, making an effort to obtain tis- 
sue; 5. gently sound the uterus to confirm depth and 
direction previously determined by pelvic exami- 
nation; 6. dilate the cervical canal; 7. explore the 
uterine cavity with polyp foreceps; 8. scrape the 
uterine cavity gently and systematically with a 
large dull curet; 9. re-explore the uterus for missed 
polyps and to remove tissue loosened by the curet; 
10. again sound the uterus, to detect possible per- 
foration. 

To determine what can be learned from dilation 
and curettage, the author examined the records of 
1,671 cases. The review established beyond ques- 
tion the diagnostic value of uterine curettage, and 
also disclosed the technical faults that lead to 
missed diagnoses or danger to the patient. The 
three most common errors appear to be failure to 
remove tissue from the cervix for biopsy, overlook- 
ing endometrial polyps, and accidental perforation 
of the uterus. If emergency laparotomy is to be 
avoided, the possibility of uterine perforation must 
be kept in mind from the very beginning of the 
curettage procedure. 
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BOOK REVIEWS 


> Books for review which were received during the period 
from February 5 to March 5 are listed on pages A-166 to 
A-180. Reviews of these books will be published as space 
permits. 


> THE ELECTRICAL ACTIVITY OF THE NERVOUS 
SYSTEM. A Textbook for Students. By Mary A. B. Brazier, 
B.Sc., Ph.D. (London), Neurophysiologist, Massachusetts 
General Hospital; Research Associate, Harvard Medical 
School; Research Associate, Massachusetts Institute of Tech- 
nology. Ed. 2. Cloth. Pp. 273, with illustrations. Price $8.50. 
The Macmillan Company, 60 Fifth Avenue, New York 11, 
1960. 


The second edition of this excellent text on the 
electrical activity of the nervous system includes 
many of the new developments which have occurred 
since publication of the first edition. Written pri- 
marily for students of neurophysiology, it brings 
together a comprehensive survey of the electrical 
activity of the entire nervous system. 

This edition incorporates the more recent con- 
cepts and advances with respect to the subtle reac- 
tions of the nervous system, which have been pos- 
sible with the recognition that the “all-or-none” law 
is valid only for the conducting fiber. The role of 
the central nervous system over receptors in the 
periphery, modulating the messages which they 
send back to the central nervous system, is another 
new area of information in the field of neural inte- 
gration; this topic is well handled. 

Beginning with the electrical changes associated 
with nervous activity in axons, the author covers 
such topics as excitation and conduction in nerve 
fibers, transmission at synapses and neuromuscular 
junctions, and electrical potentials of the spinal 
cord, brain stem, and brain. Chapters on the normal 
and abnormal encephalogram will be useful to 
clinicians in this specialty. The electrical activity 
of the senses—the auditory and visual systems, 
smell, taste, and the somatic receptors—is also well 
covered. 

Well illustrated and with an extensive bibliogra- 
phy, Dr. Brazier’s text retains its place as an au- 
thoritative survey of the electrical activity of the 
nervous system. 

Harry M. Wricut, D.O. 
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®» SYNOPSIS OF PATHOLOGY. By W. A. D. Anders«n, 
M.A., M.D., F.A.C.P., F.C.A.P., Professor of Pathology, Uni- 
versity of Miami School of Medicine; Director of Pathology 
Laboratories, Jackson Memorial Hospital, Miami, Florida. 
Ed. 5. Cloth. Pp. 876, with illustrations. Price $9.25. The 
C. V. Mosby Company, 3207 Washington Boulevard, St. 
Louis 3, 1960. 


The new edition of this book includes brief descrip- 
tions of some of the recently described diseases and 
syndromes, including pulmonary alveolar protein- 
osis, and aldosteronism. The descriptions, however, 
are very short and definitely not adequate for 
thorough understanding of the entities. By the same 
token, many of the other descriptions are also short 
and will not replace the development of under- 
standing of these diseases as presented in the major 
texts of pathology. 

Some sections of the book have not been ade- 
quately updated; hemophilia is described as a 
disease due to “excessively resistant” blood platelets. 
Admittedly, such outmoded statements are rare. 

The photographs of gross and microscopic sec- 
tions are very good, for the most part, and may well 
be the outstanding feature of the synopsis. The need 
for this book is difficult to pinpoint; its popularity, 
however, is widespread. It cannot be considered an 
adequate reference text for serious students of 
medicine or for practitioners. 

Swney J. Katz, D.O. 


® CLINICAL APPLICATIONS OF DIAGNOSTIC AND 
THERAPEUTIC NERVE BLOCKS. By John J. Bonica, 
M.D., Director, Department of Anesthesiology, Tacoma Gen- 
eral Hospital and Mountain View General Hospital; Senior 
Consultant in Anesthesiology, Madigan Army Hospital and 
Veterans Administration Hospital, Tacoma, Washington; 
Associate in Anatomy and Consultant to the Department 
of Anesthesiology, University of Washington School of 
Medicine, Seattle, Washington. Cloth. Pp. 354, with illus- 
trations. Price $8.75. Charles C Thomas, Publisher, 301-327 
East Lawrence Avenue, Springfield, Illinois, 1959. 


This book is in no way to be considered a smaller 
edition of the author’s great reference text, The 
Management of Pain. Very little of special technic 
is detailed here. Rather, the philosophy of nerve 
blocks for diagnostic and therapeutic reasons is 
documented. 

Nerve blocking, a contribution of medical science 
toward the control of pain, has in the past 15 years 
outgrown its original function of mere relief from 
pain, and is now being used with increasing fre- 
quency to diagnose pain syndromes. 

The author, who has had extensive experience, 
makes the plea for greater appreciation of the ad- 


vantages of nerve blocking, not only from the view 
of the specialist, but also from that of the general 
practitioner. He stresses that although the anesthesi- 
ologist is most frequently called upon to perform 
these blocks, the use of this method should not be 
confined to the exclusive domain of any specialist. 
Many of these procedures can and should be learned 
and practiced by every clinician. 

The first seven chapters cover such basic topics 
as history, neurophysiology, indications, requisites, 
technics, agents used, and complications. These 
should be read and understood by all physicians 
who plan to employ these procedures. 

In discussing the treatment of convulsions due to 
the local agent, the author writes concerning the 
intravenous use of a muscle relaxant, such as suc- 
cinylcholine chloride, to eliminate muscular hyper- 
activity and permit adequate ventilation of the pa- 
tient. Your reviewer has had, in the past 6 months, 
two cases of severe convulsions with the use of 
local anesthetic drugs; the patients readily became 
cyanotic. Oxygenation was difficult, and only the 
intravenous use of succinylcholine chloride to pro- 
duce apnea and muscular relaxation permitted ade- 
quate oxygenation of these patients. This is in 
contradistinction to using a time-honored depres- 
sant, an ultra-short-acting barbiturate. 

This book is of value to the practitioner interested 
in giving his patients the value of therapeutic and 
diagnostic nerve blocks. 

A. A. Goipen, D.O. 


> HYPNOSIS IN SKIN AND ALLERGIC DISEASES. By 
Michael J. Scott, B.S., M.D., Instructor in Medicine, Uni- 
versity of Washington School of Medicine; Attending Der- 
matologist, Veterans Administration Hospital, Providence 
Hospital, The King County Hospital System, Seattle, Wash- 
ington. Cloth. Pp. 161, with illustrations. Price $6.50. Charles 
C Thomas, Publisher, 301-327 East Lawrence Avenue, 
Springfield, Illinois, 1960. 


This is a text in the American Lecture Series in 
Dermatology. To take an objective view of the 
text, it provides an excellent orientation and expla- 
nation of the ways and means of placing a suscep- 
tible patient in a hypnotic trance. It all sounds 
too easy, but the author’s results would seem: to 
justify trying this method. He even suggests that 
a trance of hypnosis is a temporary phenomenon. 
Should a physician, without training, succeed in 
placing a patient in a trance and not know what to 
do further, the patient will come out of it even- 
tually. The reviewer would discourage this opti- 
mistic approach and would warn against efforts by 
those untrained in hypnosis. 

The author stresses that not all patients are 
candidates for hypnosis. The explanation of the 
stages and depth of hypnosis is made. Also shown 
is the relationship of hypnosis to psychiatry. 

The author uses hypnotherapy in a vast variety 
of disorders on selected patients. He stresses its 
use in allergy, asthma, the neuroses of dermatology, 
verruca, and its antipruritic effect in such disorders 
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as atopic dermatitis. He also notes a number of 
other dermatologic diseases which have been af- 
fected by hypnotherapy. 

The text stresses, and the reviewer reiterates, 
that further knowledge is needed in psychology 
before one begins to use this therapeutic modality. 
It is, to summarize, a book of interest with a theory 
that could be readily abused. © 

A. P. Uxsricn, D.O. 


>» A TEXTBOOK OF SURGICAL PATHOLOGY. By C. 
F. W. Illingworth, C.B.E., M.D., Ch.M., F.R.C.S. (Ed.), 
F.R.F.P.S. (Glas.), Hon. F.A.C.S., Hon, F.R.C.S. (Eng.), 
Regius Professor of Surgery, University of Glasgow; and 
Bruce M. Dick, M.B., F.R.C.S. (Ed.), F.R.F.P.S. (Glas.), 
Regional Consultant in Thoracic Surgery, Western Region, 
Scotland. Ed. 8. Cloth. Pp. 704, with illustrations. Price 
$15.00. Little, Brown & Company, 34 Beacon Street, Boston 
6, 1960. 


This is an introductory text to surgical pathology 
with the emphasis on correlation of clinical signs 
and symptoms with the morbid anatomy. The de- 
scriptions of the pathologic entities are rather brief, 
but are otherwise clear and concise. At least equal 
space is given to the discussion of clinical findings 
and the correlative aspects. Particularly good sec- 
tions on pathology of bone and joint disease and 
diseases of the gastrointestinal tract make interest- 
ing reading. 

An occasional statement may well be challenged. 
In a discussion of the incidence of tumors on pages 
66 and 67, the authors suggest the most important 
factor in carcinoma of the cervix to be the lacera- 
tion and resultant infection following pregnancy. 
On page 169, there is a statement to the effect that 
plasma cells are not present normally in bone mar- 
row. These minor discrepancies do not distract from 
the value of the text. 

The book is well printed; the illustrations are 
good and include both line drawings and photo- 
graphs. The binding is better than that usually 
encountered in British texts. The book can be rec- 
ommended as a good ancillary text in basic patholo- 
gy for students, residents, interns, and possibly for 
the general practitioners requiring a general refer- 
ence with clinical application. 

Swney J. Katz, D.O. 


>» HYPNOSIS IN ANESTHESIOLOGY. By Milton J. Mar- 
mer, M.D., M.SC.MED. (ANES.), Chairman, Department 
of Anesthesia, Cedars of Lebanon Hospital, Los Angeles, 
California; Assistant Clinical Professor of Surgery (Anes.), 
University of California School of Medicine, Los Angeles, 
California; Diplomate, American Board of Anesthesiology; 
Member, Society for Clinical and Experimental Hypnosis. 
Cloth. Pp. 150. Price $6.75. Charles C Thomas, Publisher, 
301-327 East Lawrence Avenue, Springfield, Illinois, 1959. 


There have been many excellent texts on hypnosis 
recently, but to my knowledge, this is the first book 
on the subject to be written by a practicing anes- 
thesiologist. Dr. Marmer has utilized his own clini- 
cal material and has written a most useful text. 


we 
if 
ay 
5 
. 
i 
| 
| 


The various methods of induction and mainte- 
nance are discussed in detail from the viewpoint of 
the anesthesiologist, and your reviewer is pleased 
that no exaggerated claims are made. Emphasis is 
placed on the fact that hypnosis is an adjunct to 
the practice of anesthesia, and not a “cure all,” or 
substitute for standard anesthetic practices. 

This small text is recommended to all practicing 
physicians. 

A. A. GoxpEn, D.O. 


>» GOOD ENGLISH FOR MEDICAL WRITERS. By 
Ffrangcon Roberts, M.A., M.D., F.F.R. Cloth. Pp. 179. Price 
$4.50. Charles C Thomas, Publisher, 301-327 East Lawrence 
Avenue, Springfield, Illinois, 1960. 


American medical writers who have long enjoyed 
the works of Allbutt, Gowers, and Fowler will be 
delighted to see this new book from England. Those 
who have not yet become acquainted with British 
authorities on English composition can hardly be- 
gin better than with Dr. Roberts’ entirely fresh and 
up-to-date presentation. The information is basic 
and practical, the language philosophy is rational, 
and the writing itself is an ideal example of the 
art of composition. Dr. Roberts’ style is compact 
and crystal-clear without being in the least dry or 
impersonal. 

True to its title, the book covers only problems 
of English composition as related particularly to 
the writing of medical articles for publication. 
Troublesome elements of diction, grammar, syntax, 
spelling, and punctuation are well defined and illus- 
trated, as well as technical principles involved in 
the avoidance of verbosity, use of technical terms, 
and writing clinical descriptions. Perhaps the most 
valuable section of the book is Chapter II, “Advice 
to the Aspiring Writer’—a thumbnail sketch, re- 
markable for its clarity of line, of the whole proc- 
ess of writing an article for publication. The chap- 
ter on logic and reasoning—headed, logically 
enough, by a pronouncement from Tweedledee— 
packs into its seven pages incisive definitions of 
practically all the most abused logical terms, along 
with an explication of illogical sentence structure. 
Incidentally, those quotations chosen to head the 
chapters form a most enjoyable feature of the 
book—no classic uplift homilies here, but pithy 
comments by ironical authors from Swift to Lewis 
Carroll to P. G. Wodehouse. 

American medical writers may find comfort in 
noting that their major faults in grammar are 
equally common among British medical writers. 
Roberts finds the same lack of understanding of the 
subjunctive mood, the same insensitivity to hanging 
participles, the same misconceptions regarding con- 
junctions and prepositions. As with American au- 
thors, the chief “venial offence” among British 
authors is the use of badly chosen words; their 
“mortal offence” is to use words in the wrong sense 
entirely. Many of the examples cited represent 
Briticisms, but the thoughtful reader can easily find 
similar applications in American usage. 
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It is in the author’s knowledge of and attitude 
toward the English language, however, that this 
book differs most appreciably from its American 
counterparts. Linguistic scholarship is implicit 
throughout. Dr. Roberts does not use up space 
with discussions of, for example, the “doctrine of 
the linguistic norm,” but the attitude embodied in 
such a doctrine is certainly apparent in his state- 
ment, “Somewhere between the extremes of pedan- 
try on the one hand and Philistine laxity on the 
other each one of us must take his stand, and in 
his choice he cannot fail to be influenced by preju- 
dice.” Roberts himself realizes the flexibility of 
the English language and at the same time inclines 
to orthodoxy in its usage, in the conviction that 
such inclination tends to maintain a good standard 
of English. 

This small volume should find a place alongside 
Fowler in the libraries of serious medical writers. 
American readers will of course need to keep in 
mind that this British work cannot supplant Ameri- 
can sources of specific information on best current 
usage; it may be quite valuable, however, for sheer 
reading pleasure and as a guide to one’s own phi- 
losophy of medical writing and of language usage. 


>» TREATMENT OF CARDIOVASCULAR EMERGEN- 
CIES. By Aldo A. Luisada, M.D., Associate Professor of 
Medicine, Chicago Medical School; Director, Division of 
Cardiology, Chicago Medical School and Mount Sinai Hos- 
pital; and Leslie M. Rosa, M.D., Assistant Professor of 
Medicine, Chicago Medical School; Research Associate, 
Division of Cardiology, Chicago Medical School and Mount 
Sinai Hospital. Cloth. Pp. 122, with illustrations. Price 
$4.95. McGraw-Hill Book Company, 330 West 42nd Street, 
New York 36, 1960. 


This small book is designed to help the young doc- 
tor bypass consultation of a longer textbook when 
he is faced with a cardiovascular emergency. The 
rationale is that many times the delay during a 
search of available texts will be too long; even a 
few minutes could make the difference between life 
and death for a patient. Emergency syndromes are 
presented in such a way that they are easy to recog- 
nize, and emphasis is placed on immediate treat- 
ment. The book also has possibilities for use by 
paramedical personnel and by policemen and fire- 
men. It is a book of interim treatment and by no 
means a complete treatise on therapeutic methods. 
Its use is therefore limited; but it will doubtless 
save some lives. 


> FUNDAMENTALS OF NERVE BLOCKING. By Vin- 
cent J. Collins, M.S., M.D., Associate Professor of Anesthe- 
siology, New York University Medical Center and Anesthe- 
siologist, Bellevue Hospital Center. Cloth. Pp. 354, with 
illustrations. Price $9.50. Lea & Febiger, Washington Square, 
Philadelphia 6, 1960. 


This is another of the fine books that have come 
from the New York University Medical Center and 
Bellevue Hospital, and it reports practices in nerve 
blocking common at these institutions. The first 


section is on principles and problems, and it out- 
lines history of the procedure, agents and possible 
mechanisms of action, and application of these 
methods to particular types of pain. The second 
half of the book describes regional technics and 
gives methods for blocking cranial nerves, cervical 
spinal nerves, nerves of the upper and lower ex- 
tremities, and those of the trunk, abdomen and 
perineum. Also discussed are paravertebral blocks, 
epidural and caudal analgesia, and spinal anes- 
thesia. The book is well organized and well illus- 
trated. In many instances the outline method is 
used for presentation. Pertinent references are 
given for each subject so that further study is easily 
possible. 


>» PRACTICAL PROCTOLOGY. By Louis A. Buie, Sr., 
M.D., F.A.C.S., Emeritus Member, Section of Proctology, 
Mayo Clinic; and Emeritus Professor of Proctology, Mayo 
Foundation, Graduate School, University of Minnesota, 
Rochester, Minnesota. Ed. 2. Cloth. Pp. 737, with illustra- 
tions. Price $22.50. Charles C Thomas, Publisher, 301-327 
East Lawrence Avenue, Springfield, Illinois, 1960. 


The physicians who have been using the 1937 edi- 
tion of Dr. Buie’s book will wish to replace it with 
this new edition which reflects progress compa- 
rable to that experienced in this field. This is a 
volume based on sound procedures which have 
evolved from sober reason and demonstrated re- 
sults. Both the virtues and the limitations of medi- 
cal measures are clearly and dispassionately de- 
fined; the surgical principles that Dr. Buie has 
advanced and carefully explained are expansive, 
yet characterized always by an adamant respect 
for preservation of physiologic function so far as 
this is possible. 

This is definitely a textbook designed not only for 
the student in the classroom but it is comprehen- 
sive and elaborate that the practicing proctologist 
will wish to frequently refer to it. 


>» FRENCH’S INDEX OF DIFFERENTIAL DIAGNO- 
SIS. Edited by Arthur H. Douthwaite, M.D., F.R.C.P., 


Senior Physician, Guy’s Hospital; Honorary Physician, West- — 


minister Hospital and All Saints’ Hospital for Genitourinary 
Diseases. Ed. 8. Cloth. Pp. 1111, with illustrations. Price 
$24.00, The Williams and Wilkins Company, 428 East 
Preston Street, Baltimore 2, 1960. 


The eighth edition of this popular book has been 
pruned of its redundant cross references and obso- 
lete materials, and many new illustrations and pho- 
tographs have been added. The book has been 
practically unique in its field since its first publica- 
tion in 1912, and the policy of constant revision will 
doubtless make the book a continuing standard 
among diagnostic aids. 


® SURGERY IN THE AGED. Edited by Frank Glenn, 
M.D., Lewis Atterbury Stimson Professor of Surgery, Cor- 
nell University Medical College; Surgeon-in-Chief, The New 
York Hospital; S. W. Moore, M.D., Professor of Clinical 
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Surgery, Cornell University Medical College; Attending sur- 
geon, The New York Hospital; Assistant Visiting Surgeon, 
Bellevue Hospital; and John M. Beal, M.D., Associate Pro- 
fessor of Clinical Surgery, Cornell University Medical Col- 
lege; Attending Surgeon, The New York Hospital. Cloth. Pp. 
534, with illustrations. Price $17.50. McGraw-Hill Book 
Company, 330 West 42nd Street, New York 36, 1960. 


This composite volume is a product of the New 
York Hospital-Cornell Medical College surgical 
staff. It is an outgrowth of an article on the subject 
of geriatric surgery which appeared in the Bulletin 
of The New York Academy of Medicine, and it is 
designed to describe the special considerations nec- 
essary in planning and carrying out surgical proce- 
dures in aged patients. The beginning chapter dis- 
cusses fundamental concepts. The next sections 
relate to operations on the thorax and thoracic wall, 
cardiovascular surgery, gastrointestinal surgery, sur- 
gery of the biliary tract and liver, surgery of the 
genitourinary tract (except for gynecologic proce- 
dures), surgery of special systems, and trauma and 
reconstructive surgery. It is not primarily a book 
of technics for performing operations but rather is 
given to special considerations and methods that 
must be used in treating the geriatric patient. 


> FRACTURES & ORTHOPAEDIC SURGERY FOR 
NURSES AND PHYSIOTHERAPISTS. By Arthur Naylor, 


’Ch.M., M.B., M.Sc. (Sheff.), F.R.C.S. (Eng.), F.R.C.S. 


(Edin. ); Consultant in Orthopaedic Surgery, Bradford Royal 
Infirmary; Woodlands Orthopaedic Hospital, Rawdon; Brad- 
ford Children’s Hospital; Bradford St. Luke’s Hospital; 
Keighley Victoria Hospital; and Bradford Education Com- 
mittee; Temp. Major, Orthopaedic Specialist, R.A.M.C.; 
Late Hunterian Professor, Royal College of Surgeons of 
England. Ed. 4. Cloth. Pp. 358, with illustrations. Price 
$6.50. E. & S. Livingstone Ltd., London. The William & 
Wilkins Company, exclusive U.S. distributors, 428 East Pres- 
ton Street, Baltimore 2, 1960. 


This is the fourth edition of a British text for nurses 
and physiotherapists. Among other things, the book 
is designed to fill the gap between the small amount 
of time allowed in training in regular courses for 
these professions and the number of orthopedic 
cases seen in the practice of the profession. This 
edition is changed largely by replacement of obso- 
lete illustrations and the addition of many new 
photographs and diagrams, and expansion of the 
sections on shock, hand injuries, and nerve injuries. 


®» THE DYSLIPIDOSES. By Raul Fleischmajer, M.D., 
Department of Dermatology and Syphilology of the New 
York University Post-Graduate Medical School and the Skin 
and Cancer Unit of the New York University Hospital, New 
York, N.Y. Cloth. Pp. 509, with illustrations. Price $16.00. 
Charles C Thomas, Publisher, 301-327 East Lawrence 
Avenue, Springfield, Illinois, 1960. 


This monograph is designed to present a compre- 
hensive discussion of the primary and secondary 
disturbances of the lipid metabolism. Although the 
book was written by a dermatologist, it is much 
more general than specific in coverage. The chap- 
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ters are arranged according to clinical manifesta- 
tions of the dyslipidoses. In each case the literature 
is reviewed and an appropriate bibliography is ap- 
pended. It is a helpful book in a rather important 
new field. 


> THE YEAR BOOK OF CANCER. (1959-1960 Year 
Book Series). Edited by Randolph Lee Clark, Jr., B.S., 
M.D., M.Sc. (Surgery), D.Sc. (Hon.), Houston, Texas, 
Director and Surgeon-in-Chief, The University of Texas 
M. D. Anderson Hospital and Tumor Institute; Professor of 
Surgery, The University of Texas Postgraduate School of 
Medicine; Clinical Professor of Surgery, Baylor University 
College of Medicine; Chairman, Committee on Cancer, 
American College of Surgeons; F.A.C.S.; and Russell W. 
Cumley, B.A., M.A., Ph.D., Houston, Texas, Director of 
Publications, The University of Texas M. D. Anderson Hos- 
pital and Tumor Institute; Professor of Medical Journalism, 
The University of Texas Postgraduate School of Medicine; 
Executive Editor, Medical Arts Publishing Foundation. 
Cloth. Pp. 533, with illustrations. Price $8.50. Year Book 
Publishers, 200 East Illinois Street, Chicago 11, 1960. 


Notice is given of the publication of the 1959-1960 
series of the Year Book of Cancer. Particular atten- 
tion is called to an article on the TMN System of 
Staging, especially written for this volume by Mur- 
ray M. Copeland. The editors recommend that this 
system be adopted as a general classification of 
cancer, in order that comparison of results may be 
more accurate, and to provide a basis for review 
on data by other research clinicians. 


> RYPINS’ MEDICAL LICENSURE EXAMINATIONS. 
Topical Summaries and Questions. Edited by Walter L. 
Bierring, M.D., M.A.C.P., M.R.C.P., Edin. (Hon.), Director, 
Division Gerontology, Heart and Chronic Diseases, Iowa 
State Department of Health; Secretary-Editor Federation of 
State Medical Boards of United States; Professor of Medi- 
cine Emeritus, State University of Iowa, College of Medi- 
cine; former member National Board of Medical Examiners; 
American Board of Internal Medicine; Chairman Emeritus 
of American Board of Preventive Medicine; Iowa State 
Board of Medical Examiners; former Iowa State Commis- 
sioner of Health. Ed. 9. Cloth. Pp. 805, with illustrations. 
Price $11.00. J. B. Lippincott Company, East Washington 
Square, Philadelphia 5, 1960. 


This popular book, now in its ninth edition, has 
been revised to include the results of a series of 
Examination Institutes conducted by the Federation 
of State Medical Boards of the United States during 
a 3-year period, in the testing of fitness to practice. 
The book has long been popular as a review for 
students and other physicians qualifying for board 
examinations; however, it also functions as a tool 
for integrating clinical and preclinical sciences in 
the mind of the physician. 


» THE PHARMACOLOGY OF ANESTHETIC DRUGS. 
A Syllabus for Students and Clinicians. By John Adriani, 
M.D., Director, Department of Anesthesiology, Charity Hos- 
pital, New Orleans, Louisiana; Professor of Surgery, Tulane 
University School of Medicine; Clinical Professor of Surgery 
and Pharmacology, Louisiana State University School of 
Medicine; Professor of General Anesthesia, Loyola Univer- 
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sity School of Dentistry, New Orleans, Louisiana. Ed. 4. 
Cloth. Pp. 232, with illustrations. Price $11.00. Charles C 
Thomas, Publisher, 301-327 East Lawrence Avenue, Spring- 
field, Illinois, 1960. 


This book is exactly what its title would suggest: a 
fine resume of drugs commonly used in anesthetic 
and preanesthetic medication. The fourth edition 
has been revised to include the latest in pharma- 
cologic advances. In addition to a section on funda- 
mentals, there is a helpful chapter on clinical 
considerations, including notes on such items as 
hypothermia, complications and accidents during 
anesthesia, and the chemical absorption of carbon 
dioxide. A quite extended glossary and an index 
complete the book. 


» MEDICAL HISTORY-TAKING. By Ian Stevenson, 
M.D., Professor of Psychiatry and Chairman, Department 
of Neurology and Psychiatry, University of Virginia School 
of Medicine. Cloth. Pp. 273, with illustrations. Price $6.50. 
Paul B. Hoeber, Inc., 49 East 33rd Street, New York 16, 
1960. 


This fine new book tells what to do and how to do 
it in an often neglected art. It begins with the 
general problem of the physician-patient relation- 
ship, goes through the fundamental requirements 
of the clinical history, and comes down to specific 
technics of useful history taking. There are closing 
chapters on the difficulties and failures encountered 
in interviews and methods of interviewing members 
of the patient’s family. It is a book to be recom- 
mended, partly because it places new emphasis on 
the seemingly simple matter of observing the pa- 
tient and removes emphasis from “mechanized 
methods” of diagnosis. It is also a good book in 
itself, over and above the philosophy of medical 
practice implicit in it. 


> THE CHEMICAL SENSES IN HEALTH AND DIS- 
EASE. By H. Kalmus, Sc.D., M.D., Reader in Biology, Uni- 
versity of London; and S. J. Hubbard, B.Sc., Ph.D., Lecturer 
in Physiology, University College, London. Cloth. Pp. 95, 
with illustrations. Price $3.75. Charles C Thomas, Publisher, 
301-327 East Lawrence Avenue, Springfield, Illinois, 1960. 


This publication in the American Lecture Series 
grew out of an article originally written for the 
Scientific American on the subject of the chemical 
senses. One could not call the authors’ treatment 
of the subject exhaustive; however, it is a compact 
resume and will be of interest to many physicians. 


®» ARTHRITIS AND ALLIED CONDITIONS. A Text- 
book of Rheumatology. Edited by Joseph Lee Hollander, 
M.D. Ed. 6. Cloth. Pp. 1306, with illustrations. Price 
$20.00. Lea & Febiger, Washington Square, Philadelphia 6, 
1960. 


This is the sixth edition of a very highly regarded 
text, written by authorities in the several specialties 
involved. Nineteen new chapters have been added, 
and sixteen other chapters have been entirely rewrit- 


ten or reorganized, in many cases with new contribu- 
tors. The great number of changes are occasioned 
by the explosive advances in rheumatology during 
the past 15 years. Although for all purposes the 
book is now new, it retains the familiar authorita- 
tive ring because its contributors are physicians 
of stature. 


> CRASH INJURIES. The Integrated Medical Aspects 
of Automobile Injuries and Deaths. By Jacob Kulowski, 
M.D., F.A.C.S., F.1.C.S., Attending Orthopaedic Surgeon, 
St. Joseph’s Hospital and State Hospital No. 2, St. Joseph, 
Missouri. Cloth. Pp. 1080, with illustrations. Price $32.50. 
Charles C Thomas, Publisher, 301-327 East Lawrence 
Avenue, Springfield, Illinois, 1960. 


This book deals with the “why” of automobile acci- 
dents, the “how” of injuries, and methods of human 
salvage—from first aid through ultimate rehabili- 
tation. 

Organization of the material is by sections: 
biomechanics, pathomechanics—crash-impact and 
crash safety engineering, autopsy pathology, hospi- 
tal morbidity among motorist casualties, delayed 
complications and residual disabilities, and human 
salvage, with a concluding chapter intended to 
unify medical concepts of the problem. 

This book is written for physicians who wish to 
give total medical care to their crash and near- 
crash patients. It may also help the doctor to 
decide what proportion of medical effort should 
be put into shaping attitudes to automotive safety 
alongside of human salvage; for this epidemic takes 
100 lives daily and another 6,000 persons receive 
injuries. These figures show the stress-strain pat- 
terns of behavior peculiar to the age of power and 
speed. The book should be in every medical 


library. 


®> OBSTETRICS. From the original text of Joseph B. De 
Lee, M.D. By J. P. Greenhill, M.D., F.A.C.S., F.LC.S. 
(Hon.), Senior Attending Obstetrician and Gynecologist, 
The Michael Reese Hospital; Obstetrician and Gynecologist, 
Associate Staff, The Chicago Lying-in Hospital; Attending 
Gynecologist, Cook County Hospital; Professor of Gyne- 
cology, Cook County Graduate School of Medicine. Ed. 12. 
Cloth. Pp. 1098, with illustrations. Price $17.00. W. B. 
Saunders Company, West Washington Square, Philadelphia 
5, 1960. 


A forerunner of this twelfth edition is Dr. Joseph 
B. DeLee’s book called Notes on Obstetrics, first 
published in 1904 in the form of lectures to the 
junior and senior classes at Northwestern Univer- 
sity. After several reprintings, Dr. DeLee prepared 
a textbook, first published in 1913, and subsequently 
prepared seven editions. Then Dr. Greenhill wrote 
the later editions. However, with this edition, feel- 
ing the impact of advances in all phases of medi- 
cine and especially in obstetrics, he has sought the 
aid of many authorities. In addition to the contribu- 
tors others were asked to review the material he 
wrote personally. 

This is a comprehensive textbook and helpful as 
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a reference in obstetrics. Inasmuch as the last edi- 
tion appeared in 1955, many physicians will want 
to have this almost completely rewritten book 
which incorporates recent advances in the specialty. 


>» HANDBOOK OF NEUROLOGICAL DIAGNOSTIC 
METHODS. Edited by Fletcher McDowell, M.D., Assistant 
Professor of Medicine (Neurology), Cornell University Med- 
ical College; and Harold G. Wolff, M.D., Anne Parrish 
Titzell Professor of Medicine (Neurology), Cornell Uni- 
versity Medical College. Paper. Pp. 201, with illustrations. 
Price $4.50. The Williams and Wilkins Company, 428 East 
Preston Street, Baltimore 2, 1960. 


This manual is an outgrowth of materials from 
Cornell University Medical College, and it aims to 
present a holistic view of the patient with neuro- 
logic disorders. Although it is a basic text it has a 
number of unique features, including the forms 
used at Cornell in questioning the patient on gen- 
eral health and nervous defects. Two of these ques- 
tionnaires are reproduced in Spanish. An interesting 
concluding chapter is an outline of the “irreducible 
minimum of information essential to an intelligent 
understanding of diseases of the nervous system,” 
including both anatomic and clinical information. 
This book would be useful to students, but would 
also help to systematize knowledge for any prac- 
ticing physician. 


> ATLAS OF ROENTGENOGRAPHIC POSITIONS. Vol- 
umes 1 and 2. By Vinta Merrill. Ed. 2. Cloth. Pp. 972, with 
illustrations. Price $32.50. The C. V. Mosby Company, 3207 
Washington Boulevard, St. Louis, 1959. 


This ambitious work, now in its second edition, was 
prepared particularly for x-ray technicians. For 
this edition the book has been rather extensively 
revised, with an eye toward including the latest 
information on opaque media and some forty new 
positions not previously described. 


> ZABRISKIE’S OBSTETRICS FOR NURSES. By Elise 
Fitzpatrick, R.N., M.A., Assistant Professor of Obstetric 
Nursing, Frances Payne Bolton School of Nursing, Western 
Reserve University; and Nicholson J. Eastman, M.D., Pro- 
fessor of Obstetrics, Johns Hopkins University, Obstetrician- 
in-Chief, Johns Hopkins Hospital. Ed. 10. Cloth. Pp. 571, 
with illustrations. Price $6.00. J. B. Lippincott Company, 
East Washington Square, Philadelphia 5, 1960. 


The tenth edition of this very popular textbook for 
nurses has been published, and every chapter has 
been extensively rewritten, reorganized, or other- 
wise revised. Two new chapters have been added: 
one on home delivery and the other on obstetrics 
during emergency. New illustrations have been in- 
corporated. As in previous editions, the three aims 
are to give basic information to students, to describe 
complete maternity care in both normal and abnor- 
mal cases, and to incorporate the current underly- 
ing philosophy of obstetric practice as it affects 
nursing procedures. 
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>» EYE SIGNS IN GENERAL DISEASE. By F. Herbert 
Haessler, M.D., Professor Emeritus of Ophthalmology, Mar- 
quette University School of Medicine, Milwaukee, Wiscon- 
sin. Cloth. Pp. 118. Price $5.75. Charles C Thomas, Pub- 
lisher, 301-327 East Lawrence Avenue, Springfield, Illinois, 
1960. 


The purpose of this book is to show what ophthalmic 
signs and symptoms are associated with general 
disease patterns of many types, for suggesting or 
confirming a diagnosis. It is arranged according to 
the signs that appear rather than the diseases which 
they signal. There is a chapter giving an outline for 
physical examination of the eye, and there are also 
miscellaneous essays on cranial injuries, the fundus 
in death, Bloch-Sulzberger syndrome, chrysiasis, 
herpes zoster ophthalmicus, and the unilateral 
frontal headache syndrome. 


> CIBA FOUNDATION SYMPOSIUM ON CELLULAR 
ASPECTS OF IMMUNITY. Edited by G. E. W. Wolsten- 
holme, O.B.E., M.A., M.B., M.R.C.P.; and Maeve O’Connor, 
B.A. Cloth. Pp. 495, with illustrations. Price $10.50. Little, 
Brown & Company, 34 Beacon Street, Boston 6, 1960. 


Another of the Ciba Foundation Colloquia is re- 
corded in this volume. Discussions are quite spe- 
cialized, but the researcher will find them helpful. 
This one details research that has been done on 
such aspects of cellular immunity as antigen up- 
take, the ultrastructure of immunologically com- 
petent cells, theories of immunologic tolerance, 
formation of antibodies, the cellular basis for the 
immunologic memory, and the response to active 
immunization of human infants during the neonatal 
period. 


®» INSULIN TREATMENT IN PSYCHIATRY: Proceed- 
ings of the International Conference on the Insulin Treat- 
ment in Psychiatry Held at the New York Academy of 
Medicine October 24 to 25, 1958. Edited by Max Rinkel, 
M.D., Boston, Massachusetts; and Harold E. Himwich, M.D., 
Galesburg, Illinois. Cloth. Pp. 386, with illustrations. Price 
$5.00. Philosophical Library, Publisher, 15 East 40th Street, 
New York 16, 1959. 


An International Conference on the Insulin Treat- 
ment in Psychiatry was held at the New York 
Academy of Medicine, in October 1958, and the 
proceedings are recorded in this book. The first 
section deals with the history of insulin treatment, 
the second with physiochemical research, and the 
third with clinical research and follow-up studies. 
The clinical material mainly consists of experiences 
in different hospitals in various countries with this 
therapeutic modality. Although the psychiatric use 
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of insulin is not as popular as it once was, the book 
will be of interest to any psychiatrist concerned 
with the organic treatment of mental disease. 


> FIRST AID. Diagnosis and Management. Edited by 
Warren H. Cole, Professor and Head of the Department of 
Surgery, University of Illinois College of Medicine; Surgeon- 
in-Chief, Research and Educational Hospitals, Chicago; and 
Charles B. Puestow, Clinical Professor of Surgery, University 
of Illinois College of Medicine and Graduate School; Chief, 
Surgical Service, Veterans Administration Hospital, Hines; 
Attending Surgeon, Research and Educational Hospitals; 
Senior Surgeon, Henrotin Hospital; Associate Surgeon, Pres- 
byterian-St. Luke’s Hospital, Chicago; Colonel, M.C., A.U.S. 
Ed. 5. Cloth. Pp. 420, with illustrations. Price $6.25. Apple- 
ton-Century-Crofts, Inc., 35 West 32nd Street, New York, 
1960. 


This is the fifth edition of the popular text first 
prepared in 1942. The book was originally designed 
to disseminate knowledge of first aid among the 
populace in order to prepare for possible occur- 
rence of civilian war casualties. In the years since 
that time, the book has remained important as a 
preparation for such an eventuality, although the 
same principles apply to many peacetime injuries. 
The book is written by a number of contributors, 
many of whom are noted in their fields, giving at- 
tention to many types of medical and traumatic 
emergencies. The book is probably the best of the 
kind; emphasis is placed on knowing the limitations 
of lay knowledge and providing only basic treat- 
ment until the physician arrives. 


> CHEMISTRY OF HEART FAILURE. By William C. 
Holland, M.D., Professor of Pharmacology, University of 
Mississippi, School of Medicine, Jackson, Mississippi; 
formerly Professor of Pharmacology, Vanderbilt University, 
School of Medicine, Nashville, Tennessee; and Richard L. 
Klein, Ph.D., Assistant Professor of Pharmacology, Univer- 
sity of Mississippi, School of Medicine, Jackson, Mississippi. 
Cloth. Pp. 116, with illustrations. Price $5.50. Charles C 
Thomas, Publisher, 301-327 East Lawrence Avenue, Spring- 
field, Illinois, 1960. 


This monograph in the American Lecture Series 
represents an attempt to gather into a few pages 
some of the information pertinent to the mecha- 
nisms of contraction in the normal and failing heart, 
and the mode of action of digitalis. An elementary 
knowledge of physics and chemistry is required for 
its understanding. The book should be of help to 
students, clinicians, and cardiologists, as well as to 
chemists and physicists who may be interested in 
this aspect of their own field as it relates to clinical 
science. 


A NEW PREPARED MILK 
FORMULA FOR MORE 
EFFICIENT NOURISHMENT 


Looks and tastes like milk... offers ’ 
nourishment comparable to that received j 
by infants who are successfully breast fed. : 
Immediately acceptable to the newborn, it 

helps the infant make an easy transition 

to fresh milk later. 


Excellent protein and calorie utilization. 
A recent clinical study' indicated that in- 
fants receiving Modilac, in general, per- 
formed more efficiently than those of the 
control groups; weight increment from 2 
to 16 weeks was highest; weight gain per 
unit of protein or per calorie consumed 
was greatest. 


Modilac is “flash-sterilized.” Browning 
and caramelization, the result of amino- 
sugar bonding and prolonged high process- 
ing temperatures, are markedly reduced. 
Destruction of heat-labile amino acids and 
vitamins is minimized. 


The carbohydrate modifier in Modilac 
is high in dextrins, low in reducing sugars 
..» provides “spaced” CHO assimilation. 


Corn oil replaces butterfat; helps to 
maintain linoleic acid blood serum levels 
comparable to those of breast fed infants 

. . assures optimal caloric efficiency.? 
Added vitamins A, C, D, B, and thiamine 
appropriately supplement the natural vita- 
min content. 


GERBER: BABY FOODS abies are OUR BUSINESS... OUR ONLY BUSINESS!® 


1. Mosovich, Luis L., Pessin, Vivian and Lowe, Charles U.; Effects of Milk Composition on Baby Composition, AM. 
J. Dis. Child. 100: 791-792, 1960. | 


2. Adam, Doris J. D., Hansen, Arild E. and Wiese, Hilda F.; Essential Fatty Acids in Infant Nutrition, J. Nutrition 68: ° 
555-564, 1958. 
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...does she know that only you can help? 


Many patients are unaware that their physician is the best source of contraceptive advice. 
Your prescription for Ortho-Gynol or Ortho-Creme with a diaphragm assures her the best avail- 
able contraceptive protection. Accurate tests* for spermicidal potency, as well as years of 
clinical use, demonstrate that ORTHO contraceptive products are instantaneously spermicidal. 
The choice between Ortho-Gynol and Ortho-Creme is one of individual esthetic preference. 


Ortho-Gynol Ortho-Creme 


vaginal jelly vaginal cream 


*The spermicidal potency of all ORTHO products is controlled by the Titration Test and the Sander-Cramer Test, 
which more closely duplicate vaginal conditions during coitus than other tests. 


WHENEVER A DIAPHRAGM IS INDICATED 


KS 


4 
4 
When the fami y grows too fast... 


Kills pain.....stops tension 


For neuralgias, dysmenorrhea, upper respiratory distress, and postsurgical conditions — 


new compound of Soma, phenacetin and caffeine kills pain, stops tension, reduces fever— 


gives more complete relief than other analgesics...acts fast, relief lasts four to six hours. 


NEW NONNARCOTIC oma (‘ompound 


Composition: 
Soma (carisoprodol), 200 mg.; NEW FOR MORE SEVERE PAIN 
phenacetin, 160 mg.; 


affeine, 32 mg. i ® e 
soma (jompound: codeine 
apricot-colored, scored tablets. 

- BOOSTS THE EFFECTIVENESS OF CODEINE: Soma Compound boosts the 


effectiveness of codeine. Therefore, only %4 grain of codeine phosphate is sup- 


plied to relieve the more severe pain that usually requires /2 grain. Composition: 
me Same as Soma Compound plus “% grain codeine phosphate. Dosage: 1 or 2 tablets q.i.d. Supplied: 
& WALLACE LABORATORIES Bottles of 50 white, lozenge-shaped tablets; subject to Federal Narcotics Regulations. 


Cranbury, N. J. 


References available on request. 
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introducing 
a new 
water-soluble salt 
‘5 of FurADANTIN 
® 
| FURADANTIN 
| SODIUM 


for intravenous use 
where parenteral medication is indicated 


for treating 


urinary tract infections, such as 


pyelonephritis, pyelitis, cystitis 


for consideration in 


' systemic bacterial infections 


when indicated 
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(COPY OF PACKAGE INSERT) 


FURADANTIN® 


brand of nitrofurantoin 


SODIUM 
STERILE 


For Intravenous Use 


ACTIVE INGREDIENT: Each vial contains suffi- 
cient material to permit withdrawal of 180 mg. 
Furadantin, as the sodium salt. 


Furadantin Sodium is a synthetic antibacterial 
agent, one of the antimicrobial nitrofurans, having 
the following structure: 


CHe—C=0 


-CHEN-N  N-Na 
6 


1-(5-nitrofurfurylideneamino)-hydantoin sodium 


INDICATIONS: The antibacterial spectrum of 
Furadantin encompasses gram-negative organisms 
such as E. coli, K. pneumoniae and certain strains 
of Proteus sp., Pseudomonas sp., and Aerobacter 
sp.; as well as gram-positive organisms such as 
staphylococci, streptococci, pneumococci, Clostrid- 
ium sp., B. subtilis. 


Furadantin Sodium is indicated in genitourinary 
infections such as pyelonephritis, pyelitis, cystitis 
and prostatitis, when the oral form is not feasible. 
It is also indicated in systemic bacterial infections 
with the exception of septicemias (bacteremias) 
unless other therapy has failed or until further 
work has demonstrated its activity in this condition 
caused by organisms sensitive in vitro to Furadantin. 


In genitourinary tract infections, peroral therapy 
should replace intravenous when possible. It is not 
intended to replace surgery when mechanical ob- 
struction or stasis is present. 


ADMINISTRATION AND DOSAGE: The crystals 
must be dissolved just prior to use as follows: Add 
15 cc. of 5% Dextrose Injection, U.S.P., or Sterile 
Water for Injection, U.S.P., to the vial of dry sterile 
Furadantin Sodium. Empty the syringe forcefully. 
Shake well to insure complete solution. 

FURTHER DILUTION IS REQUIRED 
BASED UPON THE PATIENT’S WEIGHT: 
Patients weighing over 120 pounds. The recom- 
mended dose is 180 mg. of Furadantin in 500 ce. of 
diluent, twice daily. This is prepared as follows: 
Withdraw the solution of 180 mg. of Furadantin 
from the vial and add it to 500 cc. of 5% Dextrose 
in water, 5% Dextrose in Saline, Normal Saline or 
1/6 molar Sodium Lactate intravenous solution. 


Dec. 1960 


This final solution is to be given by intravenous 
drip at the usual rate. 


Patients weighing under 120 pounds. The recom- 
mended dose is 3 mg./lb. of body weight per day 
divided in two equal doses. This is calculated on 
the basis that when the Furadantin Sodium in each 
vial is dissolved in 15 cc. of diluent, each cc. of 
solution represents 12 mg. of Furadantin. To pre- 
pare the final solution, each cc. of the initial 
Furadantin dilution should be added to a minimum 
of 33 cc. of parenteral fluid. 


CAUTION: In the presence of impairment of 
renal function or acidosis administer Furadantin 
Sodium intravenously with caution as with any po- 
tent antibacterial agent. If employed under such 
circumstances the blood pH, COz content or com- 
bining power and urea nitrogen or non-protein 
nitrogen should be followed closely. 


The occurrence of a few cases of hemolytic anemia 
during Furadantin therapy has appeared in the 
literature.* A small percentage of Negroes and 
ethnic groups of Mediterranean and Near-Eastern 
origin has an intrinsic abnormality of the red blood 
cells. As a result, hemolysis may occur with fava 
beans and certain drugs, such as primaquine. Thus 
it is advisable to closely observe such patients re- 
ceiving Furadantin and to discontinue its adminis- 
tration if there is any indication of this condition 
developing. 


SIDE REACTIONS: If nausea or emesis occur, 
these may be minimized by slowing the rate of ad- 
ministration, or-by decreasing the dosage. 


Sensitization occurs rarely in the form of an erythe- 
matous, maculopapular cutaneous eruption or urti- 
caria. This is readily controlled by discontinuing 
treatment. 


Occasionally a patient may show minor side reac- 
tions such as headache or malaise. No stomatitis, 
colitis, proctitis, anal pruritus or renal toxicity, 
have been reported with Furadantin Sodium. 


PACKAGING: Sterile 20 cc. vials, containing one 
adult dose of crystalline sterile Furadantin Sodium 
(equivalent to 180 mg. of Furadantin) . 


CAUTION: Federal Law prohibits dispensing 
without prescription. 


NOTE: DO NOT ADMINISTER INTRAMUSCULARLY. 
DO NOT USE WITHOUT DILUTING. MIX JUST PRIOR 
TO USE. 


* West, M.,and Zimmerman, H. H.: Hemolytic Anemia in Patient 
Receiving Nitrofurantoin (Furadantin), J.A.M.A. 162 :637 (Oct. 
13) 1956. Kimbro, E. L., Jr.; Sachs, M. F.; and Torbert, J. V. 
Jr.: Mechanism of Hemolytic Anemia Induced by Nitrofuran- 
toin (Furadantin), Fed. Proc. 16:312 (Mar.) 1957. 


EATON LABORATORIES 
Division of The Norwich Pharmacal Company 
NORWICH, NEW YORK 
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THE NITROFURANS —a unique class of antimicrobials 


bs 
® 
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continuous, 24-hour cerebral oxygenation for the aging patient. By 
stimulating respiratory and circulatory function, GERONIAZOL TT* 
relieves mental confusion, depression, anxiety, and emotional insta- 
bility—frequent problems in patients after forty—due to presenile 
changes in the vasculature of the brain. Notable benefit usually is 
seen within one to three weeks of therapy. It improves appetite, 
sleep pattern, and outlook—and GERONIAZOL TT* is non-hypertensive, 


non-excitatory. Each TEMPOTROL contains: 
Pentylenetetrazol, 300 mg.; and 
Neither a tranquilizer nor a psychic energizer, GERONIAZOL TT* Nicotinie Acid, 150 mg. 
provides a physiologic stimulation of the cerebrum to permit the culatory stimulant for the aged and 
e ° e debilitated with symptoms of mental 
patient to adjust to his surroundings, become part of life itself confusion, depression, anxiety or 
° arteriosclerotic psychosis. 
again—and attain the right frame of mind. 
R _ 1, Curran, T. R., and Phelps, D. K.: Am. Pract. & Dig. Treat. 11: 617, 1960. recommended dosage. 
eherences: Levy, J.A.M.A. 158: 1260, 1958. 8. Connolly, R.: W. Va. Med. J. 56: 268, 1960, 
tablet, b.i. d. 
® * Supplied: Bottles of 42 tablets (3 
GERONIAZOL 
*TEMPOTROL® (Time Controlled Therapy) BR 
Biv. 


COLUMBUS PHARMACAL COMPANY affiliate of PHILIPS ROXANE, INC. J 
Columbus 16, Ohlo ~ 


| ‘om anxiety to th right frame of mind 
ANG 


for acute 


Te upper respiratory infections 


The Original Tetracycline Phosphate Complex U.S. PAT. NO. 2,791,609 


effective control of pathogens...with an unsurpassed record of safety and tolerance 


SUPPLY: TETREX Capsules—tetracycline phosphate 
complex—each equivalent to 250 mg. tetracycline HCI. 
activity. Bottles of 16 and 100. 


TETREX Syrup—tetracycline (ammonium polyphosphate 
buffered) syrup—equivalent to 125 mg. tetracycline HCI 
activity per 5 ml. teaspoonful. Bottles of 2 fl. oz. and 1 pint, 


BRISTOL LABORATORIES, syRACUSE, NEW YORK 
Biv. of Bristol-Myers Co, 


BRISTOL 
™ 
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Menopausal distress: a syndrome involving all three levels of the autonomic nervous system 


disorders of the 
menopause C a 


SPACETA BS® 


stabilizes the entire autonomic nervous system 


(without disturbing endocrine balance) 


CORTICAL 
LEVEL: 


Bellergal relieves 
anxiety, irritability, 
insomnia, headache, 
excessive fatigability 


SYMPATHETIC 
LEVEL: 

Bellergal relieves 
hot flashes, 

tachycardia, 
tremor, sweats 


PARASYMPATHETIC 
LEVEL: 

/ 


Bellergal relieves 
nausea, hypersalivation, 
faintness 


SANDOZ 


BELLERGAL SPACETABS —Bellafoline 0.2 mg., 
ergotamine tartrate 0.6 mg., phenobarbital 
40.0 mg. Warning: May be habit forming. 
(Color: Granular pattern of green, apricot 

and lemon yellow; compressed.) 

Dosage: 1 in the morning, and 1 in the evening. 


BELLERGAL TABLETS —Bellafoline 0.1 mg., 
ergotamine tartrate 0.3 mg., phenobarbital 
20.0 mg. Warning: May be habit forming. 
(Color: Rose beige, sugar-coated.) 

Dosage: 3 to 4 daily. In more resistant cases, 
dosage begins with 6 tablets daily 

and is slowly reduced. 


J ¢ 


100 TABLETS 
— 


DISOMER 


OTOBIOTIC 


ag a manufacturer 


j 
: habe strated through clinical trials, In COUNTESS 
qualities of effectiveness and safety—qualities that have led to White's pre-eminenct 
qualities of effectiveness and safety—qualities that have led to White s pre-emunenc oe: aS 
the ‘these specialties is available on request. 
WHITE LABORATORIES, INC. / Kenilworth, New Jersey 


LODIOTIC 


3.5 mg. neomycin (from sulfate) and 50 mg. sodium propionate per cc. 


Antibiotic /Antifungal EAR DROPS 
“.. better results than ever before...”* in 
OTITIS EXTERNA & CHRONIC OTITIS MEDIA 


0) 


- controls infection + reduces exudation + stops pruritus 
> physiologic pH + relieves pain - does not distort otic 
landmarks - virtually nonsensitizing and nonirritating 


Available in 15 cc. dropper bottles. 
“Lawson, G. W.: Postgrad. Med. 22:501 (Nov.) 1957 


PURE ANTIHISTAMINE ACTI 


94.7% atfectiveness - side effects at ol: 
CHRONOTABS: (Sustained Action Tablets) 4 mg 


\ AANA | 


4 


bottles of 106 


Aspergum 
SOOTHES SORE THROATS 
Available in handy pocket-packs of 16 and bottles of 36. 


WHITE LABORATORIES, INC./ Kenilworth, New Jersey 


| 
Va. @ we 
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ANTI-INFLAMMATORY/Antibiotic/Antifungal Sterile EAR DROPS 
SS 


ZAZA 


Physiologic pH 
Effective relief in 82% of 3334 cases: of external otitis, chronic otitis media 
and chronic mastoiditis with otorrhea. FORMULA: Prednisolone acetate, 5 mg., 
neomycin (from sulfate), 3.5 mg. and sodium propionate, 50 mg. per cc. Available in 
5 cc. bottles with "steri-sealed” dropper. ‘Case reports on file, White Laboratories, Inc. 


Otobione 


PROTECTS AGAINST SECONDARY HEMORRH 
FOLLOWING TONSILLECTOMY 
« reduces local postoperative pain and 
muscle spasm 

+ speeds resumption of normal diet by 
lessening postoperative discomfort 


4 
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For oropharyngeal infections... 
“A BACTERIOSTATIC 


BATH” Releases a soothing flow of 
_ Saliva that bathes sore throats with 


mg. Available in- packages of 10 and 20, 


and Beatrous, W.P Mo, 36:294 (May) 1957, 


WHITE LABORATORIES, INC./ Kenilworth, New Jersey 


hrol 


(FORMERLY DISOPHRIN) 


to head colds, allergies and sinusitis — 


simple formula: Disomer (dexbrom nen 
maleate) 2 mg. d-isoephedrine sulfate 
60 mg. Available in bottles of 100 scored tablets. 


effective antibiotic and analgesic 
medications. Nonirritating and virtu- 
ally nonsensitizing. Always a useful 
adjunct to. systemic therapy. 


FORMULA: Each: troche contains. Neomycin, 


3.5 mg, Gramicidin, 0.25 mg, and Propesin, 


\ 
] S () 
SS°:=ZZ Hy and chinavehoa’ du 
Decongests Nasal and Sinus Pass 
Dries Mucous Secretions! 
4 q chewing gum troches 
3 
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Julius Schmid, Inc. 
423 West 55th Street, New York 19, N. Y. 
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Conventions and 


meetings 


American College of Osteopathic Sur- 
geons, annual clinical assembly, Denver 
Hilton Hotel, Denver, Colo., October 
29-November 2. Executive Secretary, 
Charles L. Ballinger, Box 40, Coral 
Gables, Fla. 


American Osteopathic Association, 
Board of Trustees, July 5-8, Drake 
Hotel, Chicago; House of Dele- 
gates, July 9-12, Drake Hotel, 
Chicago. Sixty-Sixth Annual Con- 
vention, Las Vegas, Nev., January 
15-18. Program Chairman, W. 
Clemens Andreen, Andreen Clinic, 
1475 Ford Ave., Wyandotte, Mich. 


American Osteopathic College of Pa- 
thologists, annual meeting, May 6-8 
Detroit Osteopathic Hospital. Program 
Chairman, Norman W. Arends, 12523 
Third Ave., Detroit 3. Secretary, George 
E. Himes, 416 W. Fourth Ave., Flint 3, 
Mich. 


Arizona, annual meeting, May 12-14, 
Ramada Inn, Phoenix. Program Chair- 
man, L. A. Nowlin, 1325 W. McDowell 
Rd., Phoenix 32. Executive Director, Mr. 
Stanley N. Schultz, Pima Plaza Bldg., 
Suite 213, 2030 E. Broadway, Tucson. 


Arkansas, annual meeting, Lafayette 
Hotel, Little Rock, May 11-12. Program 
Chairman, H. V. Glenn, 424 S. Main St., 
Stuttgart. Secretary, R. M. Packard, 726 
W. Walnut St., Rogers. 


Canadian Osteopathic Association, an- 
nual meeting, October 5-7. Program 
Chairman, Norman W. Routledge, 15 
Ursuline Ave., Chatham, Ont. Secretary, 
Miss Joyce S. Currie, 609 Medical Arts 
Bldg., Montreal 25, Quebec. 


Eastern States Osteopathic Society of 
Proctology, annual meeting, Marriott 
Motor Hotel, Washington, D.C., Novem- 
ber 4-5. Program Chairman, Felix D. 
Swope, 1028 Connecticut Ave., N.W., 
Washington 6, D.C. Secretary, LeRoy W. 
Lovelidge, Jr., 201 E. Orange St., Lan- 
caster, Pa. 


Florida, annual meeting, Carillon Ho- 
tel, Miami Beach, October 2-4. Execu- 
tive Director, Mr. Barton K. Johns, 5009 
Central Ave., Tampa 3. 


Georgia, annual meeting, Ralston Ho- 
tel, Columbus, May 15-17. Program 
Chairman, Raymond S. Houghton, 314 
N. Dawson St., Thomasville. Secretary, 
Alfred R. Haight, 2170 Idlewood Rd., 
Tucker. 
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CARBON 


SHARP at equal hardness—carbon holds its cutting edge 


longer. 


RIGID the ‘RIB’—exclusive with the B-P RIB-BACK car- 
bon steel blade gives extra rigidity. Rolling.a ‘rib’ on 


stainless is difficult and too costly. 


SAFE danger of breakage during surgery is minimized— 
carbon has a greater degree of toughness without em- 


brittlement. 


STAINLESS 


CORROSION RESISTANT will not corrode when subjected to 


a reasonable period of thermal sterilization. 


ECONOMICAL resterilization of exposed but unused blades 


eliminates ‘discards’—saves costs. 


TIME-SAVING may be attached to handles for emergency 
use in put-ups involving cardiac arrest, tracheotomy, 
paracentesis, or wherever pre-assembly is necessary. 


BARD-PARKER 


5-2 R1B-BACK carbon steel {individual package) 


stainless steel {individual package) 


BARD- PARKER COMPANY, Inc, 
BURY. CONNECTICU 


B:P RACK-PACK RIB-BACK carbon 
half gross units of one size} 


A DIVISION OF BECTON, DICKINSON AND COMPANY 


Illinois, annual meeting, Palmer House, 
Chicago, April 20-23. Executive Direc- 
tor, Mr. Douglas O. Durkin, Room 521, 
53 W. Jackson Blvd., Chicago 4. 


Indiana and Kentucky, annual meeting, 
French Lick, Sheraton Hotel, French 
Lick, May 20-23. Program Chairman, 
Loyd H. Riley, Odon. Secretary, Arabelle 
Baker Wolf, 4840 N. Michigan Rd. Indi- 
anapolis 8. 


Iowa, annual meeting, Hotel Savery, 
Des Moines, May 7-9. Program Chair- 
man, John W. Campbell, 204 Security 
Bldg., Davenport. Secretary, Mr. Herman 
W. Walter, 519-20 Insurance Exchange 
Bldg., Des Moines 9. 


Kansas, annual meeting, Broadview Ho- 
tel, Wichita, September 23-27. Program 
Chairman, Irwin J. Conant, Box 125, 
Meridian. Executive Secretary, Mr. Lloyd 
L. Hall, 121 E. 8th St., Topeka. 


Kentucky, see Indiana. 


Louisiana, annual meeting, Hotel 
Monteleone, New Orleans, October 12- 
14. Program Chairman, Carl E. Warden, 
827 Hodges St., Lake Charles. Secretary, 
V. L. Wharton, 406-07 Weber Bldg., 
Lake Charles. 


Maine, annual meeting, Hotel Samoset, 
Rockland, June 22-24. Executive Direc- 
tor, Mr. George R. Petty, Monmouth. 
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V-CILLIN 


(penicillin V potassium, Lilly) 


intense antibacterial activity 

V-Cillin K produces greater anti- 
bacterial activity in the serum 
against the common pathogens 
than any other oral penicillin.!-% 


unsurpassed safety 


No form of penicillin has been 
shown to be less allergenic or less 
toxic than V-Cillin K.45 


proved clinical effectiveness 


Documented experience with 
penicillin V and potassium peni- 
cillin V reveals the clinical excel- 
lence of V-Cillin K. 


Eli Lilly and Company 
Indianapolis 6, Indiana, U.S.A. 


133216 


Now at lower cost to 
your patient 


Prescribe V-Cillin K, in scored 
tablets of 125 and 250 mg., or 
V-Cillin K, Pediatric, in 40 and 
80-cc. bottles. 


References 

1. McCarthy, C. G., and Finland, M.: Ab- 
sorption and Excretion of Four Penicillins, 
New England J. Med., 263:315, 1960. 
2. McCarthy, C. G., Hirsch, H. A., and 
Finland, M.: Serum Levels after Single 
Oral Doses of 6-(a-phenoxypropionamido) 
Penicillanate and Penicillin V, Proc. Soc. 
Exper. Biol. & Med., 103:177, 1960. 
3. Griffith, R. S.: Comparison of Antibiotic 
Activity in Sera after the Administration 
of Three Different Penicillins, Antibiotic 
Med. & Clin. Therapy, 7:129, 1960. 
4. Editorial: New England J. Med., 263: 
361, 1960. 5. Editorial: New York J. 
Med., 60:498, 1960. 
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A new concept 


e Relieves itching and topical pain within minutes . . .“superior to any existing 
local anesthetic.” 

olVot a ‘caine’ or a ‘quinoline’. Virtually non-irritating, non-allergenic, one 
.. over a million uses without a single verified case of sensitization.? 

e The exclusive ACID MANTLE vehicle soothes sensitive skin, speeds healing and wards 
off recurrences by rebuilding the protective barrier of acidity that helps skin resist as mA E 


inflammation, irritation and infection. E 
Available as Creme in 44,02. and 1 oz. tubes. WORLD LEADER IN DERMATOLOGICALS 
3% Xylocaine* HCI (brand of lidocaine hydrochloride) in the exclusive ACID MaNTLEt vehicle. HEMICAI NC. 
*Reg. T.M. Astra Pharmaceutical Products, Inc. U.S. Pat. No. 2,441,498. Reg. T.M. Dome Chemicals Inc. bagarg _— desea’ 


\ 1. Crawford, O. B.: Anesthesiology 14:278, 1953. 2. Wiedling, S.: Xylocaine, The Pharmacological Basis For its Clinical 
Use, Stockholm, Almquist and Wiknell, 1959. 
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double 
trouble 
of the tension 
g.i. tract? 


NEW 1 
a CONVENIENT 
du a | a cti 0 n ENARAX 10 provides LOW DOSAGE 
10 mg. oxyphencyclimine NOW AVAILABLE 
in the the inherently ENARAX 5 
‘ long-acting anticholinergic Oxyphencyclimine HCI ..... 5 mg. 
th e ra a utic plus 25 mg. ATARAX®t ATARAX (Hydroxyzine HCl) . . .25 mg. 
p the tranquilizer 1 tablet twice daily 
Sa Supplied: Bottles of 60 
attack that does not stimulate scored white tablets. 
gastric secretion 
A SENTRY FOR THE G.I. a B.1.D. 


Proven effective for continuous relief of both physical and emotional aspects of G.I. disease — 
hypermotility, hyperacidity, and hyperemotivity. One tablet b.i.d. provides 24-hour control of 
symptoms in peptic ulcer, gastritis, gastroenteritis, colitis, functional bowel syndrome, duodenitis, 
hiatus hernia (symptomatic), irritable bowel syndrome, pylorospasm, cardiospasm, biliary tract 
dysfunctions, and dysmenorrhea. ENARAX 10 has been successful in 92% of cases.'? Let your 
G.I. patients profit from its dual, full-time therapeutic action. 


Dosage: One ENARAX 10 tablet twice daily — preferably in the morning and before retiring. The maintenance 
dose should be adjusted according to the therapeutic response. Use with caution in patients with prostatic 
hypertrophy and only with ophthalmological supervision in glaucoma. Supplied: In bottles of 60 black-and-white 
scored tablets. 


References: 1. , C. W.: Am, J. Gastroenterol. 34:293 (Sept.) 1960. 2. Leming, B. H., Jr.: Clin. Med. 6:423 (Mar.) 
1959. 3. Data in ee Medical F Pane mate files. tbrand of hydroxyzine 


New York 17, N. Y. 


FOR HEMATOPOIETIC STIMULATION WHERE OCCULT BLEEDING Division, Chas. Pfizer & Co., Inc. 
IS PRESENT HEPTUNA® PLUS THE COMPLETE ANEMIA THERAPY Science for the World’s Weli- Being® 
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Minnesota, annual meeting, Lowry 
Hotel, St. Paul, May 4-6. Secretary, E. 
R. Komarek, 301 Granite Exchange 
Bldg., St. Cloud. 


National Osteopathic Child Health 
Conference, Municipal Auditorium, Kan- 
sas City, Mo., April 17-19. Executive 
Secretary, Stan J. Sulkowski, 409 Scarritt 
Arcade, 819 Walnut St., Kansas City 6. 


New Jersey, clinical conference, Cher- 
ry Hill Inn, Delaware Township, Septem- 
ber 24. Executive Secretary, Mr. R. P. 
Chapman, 1212 Stuyvesant Ave., Tren- 
ton 8. 


New York, annual meeting, Sheraton 
Atlantic Hotel, New York City, October 
13-14. Program Chairman, George F. 
Johnson, 353 77th St., Brooklyn 9. Ex- 
ecutive Secretary, C. Fred Peckham, 38 
E. Bridge St., Oswego.. 


North Carolina, annual meeting and 
refresher course, Battery Park Hotel, 
Asheville, October 26-28. Program Chair- 
man, Joseph H. Huff, Box 1177, Burling- 
ton. Secretary, Walter C. Eldrett, 310 S. 
Main St., Hendersonville. 


North Dakota, annual meeting, Gardner 
Hotel, Fargo, April 29-30. Program Chair- 
man, Georgianna Pfeiffer, 8 S. Terrace, 
Fargo. 


Ohio, annual meeting, Neil House, Co- 
lumbus, May 7-10. Program Chairman, 
Paul J. Keckley, 2637 Sullivant Ave., Co- 
lumbus 4. Executive Secretary, Mr. Wil- 
liam S. Konold, 53 W. Third Ave., Co- 
lumbus 1. 


Ontario, annual meeting, Park Hotel, 
Niagara Falls, May 1-3. Program Chair- 
man, M. Paul Christianson, 901-02 Pigott 
Bldg., Hamilton. Secretary, William K. 
Church, 78 Matchedash St., N., Orillia. 


Oregon, annual meeting, Eugene Hotel, 
Eugene, June 12-14. Program Chairman, 
D. B. Bond, 290 E. 15th, Eugene. Secre- 
tary, David E. Reid, Box 277, Lebanon. 


Osteopathic College of Ophthalmolo- 
gists and Otorhinolaryngologists, annual 
meeting, Americana Hotel, Bal Harbour, 
Fla., September 26-28. Executive Secre- 
tary, Arthur A. Martin, Box 222, Kirks- 
ville, Mo. 


Pennsylvania, annual meeting, Benja- 
min Franklin Hotel, Philadelphia, May 
17-20. Midyear refresher course, Hotel 
Hershey, Hershey. October 13-15. Execu- 
tive Secretary, Mr. Thomas M. Fogarty; 
1941 Market St., Harrisburg. 


South Dakota, annual meeting, Lawler 
Hotel, Mitchell, May 7-8. Secretary, Earl 
W. Hewlett, 417 W. 27th St., Sioux Falls. 


Tennessee, annual meeting, Hotel Pat- 
ten, Chattanooga, April 30-May 3. Pro- 
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for anything that itches... 
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stops itch quickly and safely 


—protects against scratching! 


For any kind of itch—poison ivy, insect bites, heat rash—use CALMITOL 
first.Cooling, soothing CALMITOL ointment stops itching on contact, is safe 
even for children’s delicate skin. Recommend CALMITOL, and keep it handy 
at home or for your own vacation. At drugstores: 1 14-oz. tubes, 1-lb. jars. 

TuHos. LEEMING & Co., INc., New York 17 


gram Chairman, Martin R. Caldwell, 
Soddy. Secretary, Paul Grayson Smith, 
Pikeville. 


Texas, annual meeting, The Granada 
Hotel, San Antonio, May 4-6. Program 
Chairman, Clifford E. Dickey, 4021 E. 
Belknap, Ft. Worth 11. Executive Secre- 
tary, Phil R. Russell, 512 Bailey St., Ft. 
Worth 7. 


Vermont, annual meeting, in the Man- 
chester area, September 27-28. Program 
Chairman, Mason B. Barney, Box 336, 
Manchester Center. Clerk, Marian N. 
Rice, 8 Court St., Windsor. 


Virginia, annual meeting, Williams- 


burg Lodge, Williamsburg, May 25-28. 
Program Chairman, Harold A. Blood, 
228 N. Columbia St., Alexandria. Secre- 
tary, Henry S. Liebert, Jr., 3514 Grove 
Ave., Richmond 21. 


West Virginia, annual meeting, Hotel 
Pritchard, Huntington, May 20-23. Pro- 
gram Chairman, Hoy E. Eakle, Summer- 
ville. Executive Secretary, Mr. Gilbert D. 
Brooks, 313 Berman Bldg., Charleston 1. 


Wisconsin, annual meeting, Cerami’s 
Resort, Burlington, May 21-23. Program 
Chairman, James W. Stout, Stout Clinic, 
322 Vine St., Hudson. Executive Secre- 
tary, Mr. Wayne A. Reif, 132 W. Mount 
Royal Rd., Milwaukee 17. 
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lsoxsuprine hydrochloride, Mead Johnson i 


relieves uterine spasm and hypermotility by d/rect relaxant action on uterine muscle 
proved effective clinically with a low incidence of side effects* 
dosage: For menstrual cramps, give 10 or 20 mg. (1 or 2 tablets) three or four times daily 24 to 72 hours prior to 
expected onset of menstruation. Continue until pain has been averted. 
side effects: Few side effects occur when given in recommended oral doses. Occasional palpitation and dizziness 
can usually be controlled by dosage adjustment. Single intramuscular doses of 10 mg. or more may result in hypo- 
tension or tachycardia. 
contraindications: There are no known contraindications to oral administration of VASODILAN in recommended doses. 
cautions: VASODILAN should not be given immediately postpartum or in the presence of arterial bleeding. Parenteral 
administration is not recommended in the presence of hypotension or tachycardia. Intravenous administration is 
not recommended because of the increased likelihood of side effects. 
supplied: 10 mg. tablets, bottles of 100; 2 cc. ampuls (5 mg./cc.) for intramuscular use, boxes of 6. 

*Voulgaris, D. M.: Obst. & Gynec. 75:220-222 (Feb.) 1960. t15R61 


* 


Mead Johnson 
Laboratories 


Symbol of service in medicine 


ay 
® 


e 
pleasure 


Free of barbiturate “hangover” after a night of deep, refreshing sleep... this is the promise of 
Noludar 300. One capsule at bedtime lulls your patient into undisturbed sleep for as long as 
6 or 8 hours... without risk of habituation, without toxicity or side effects. Try Noludar 300 
for your next patient with a sleep problem. One capsule at bedtime. Chances are he’ll tell you 


“I slept like a log” 


NOLUDAR 300 


brand of methyprylon $00-maq capsules 


10, New Jersey 
Bec 
IES « n-La Roche Inc « Nutley 10, 
ROCH 
| 


A“NEST HELPS PROVIDE A SECURE FUTURE... 


HELP PROVIDE A HEALTHY ONE 


by supplying a dependable source of 
vitamins, minerals, hormones, digestive 


enzymes, and amino acids, 


Each ELDEc Kapseal contains vitamins— 
1667 units A, 0.67 mg. B, mononitrate, 
0.67 mg. Bo, 0.5 mg. pyridoxine hydrochloride, 
0.033. N.E Unit (Oral) B,». with intrinsic 
factor concentrate, 0.) mg. folic acid, 33.3 mg. C, 
16.7 mg. nicotinamide, 10 mg. dl-panthenol, 
6.67 mg. choline bitartrate; minerals— 
16.7 mg. ferrous sulfate (exsiccated), 0.05 mg. 
iodine (as potassium iodide), 66.7 mg. 
calcium carbonate; digestive enzymes—__ 
20 mg. Taka-Diastase® (Aspergillus oryzae 
enzymes), 133.3 mg. pancreatin; amino 
acids — 66.7 mg. /-lysine monohydrochloride, 
16.7 mg. di-methionine; gonadal hormones—__ 
1.67 mg. methyltestosterone, 0.167 mg. Theelin. 
Dosage: One Kapseal three times daily before 
meals. Female patients should follow each 
21-day course with a 7-day rest interval. 
Precautions: Contraindicated in patients 
wherein estrogen or androgen therapy should 
not be used, as in carcinoma of the breast, 
genital tract, or prostate, and in patients 
with a familial tendency to these types of 
malignancy; give cautiously to females 
who tend to develop excessive hair growth 
or other signs of masculinization. : 

' Packaging: ELDEC Kapseals are available 
in bottles of 100. 53661 - 


PARKE-DAVIS 


PARKE, DAVIS & COMPANY, Detroit 32, Michigan 


Specialty board 


examinations 


Pathology examinations May 4-5 
at Detroit Osteopathic Hospital. The 
practical and oral examinations will be 
given May 4, while the written examina- 
tion will be given May 5. Address O. 
Edwin Owen, D.O., secretary, American 
Osteopathic Board of Pathology, Youngs- 
town Osteopathic Hospital, 1319 Flor- 
encedale Ave., Youngstown 4, Ohio. 


State and 
national boards 


Alabama examinations June 20- 
22. Address D. G. Gill, M.D., secretary, 
Board of Medical Examiners, State Office 
Bldg., Montgomery 4. 

Basic science examinations May 30-31. 
Address Mrs. Maxine F. McCool, secre- 
tary, Board of Examiners in the Basic 
Sciences, 1919 7th Ave., So., Birming- 
ham 3. 


Arizona Those interested in pro- 
fessional examinations should contact 
Russell Peterson, D.O., secretary, Osteo- 
pathic Board of Registration and Exami- 
nation in Medicine and Surgery, 2747 E. 
McDowell Rd., Phoenix 22. 

Basic science examinations June 20 at 
the University of Arizona, Tucson. Ad- 
dress Millard G. Seeley, Ph.D., secretary, 
Board of Examiners in the Basic Sciences, 
University of Arizona, Tucson. 


Arkansas basic science examina- 
tions April 20-21. Address Mr. A. W. 
Ford, Commissioner, Department of Edu- 
cation, Little Rock. 


Colorado examinations in June. 
Address Miss Mary M. McConnell, ex- 
ecutive secretary, Board of Medical Ex- 
aminers, 715 Republic Bldg., Denver 2. 

Basic science examinations in May. 
Address Esther B. Starks, D.O., secre- 
tary, Basic Science Board, 1459 Ogden 
St., Denver 18. 


Connecticut examinations July 
11-12. Address Frank Poglitsch, D.O., 
secretary, Osteopathic Examining Board, 
300 Main St., New Britain. 

Basic science examinations June 10. 
Applications must be filed 2 weeks prior 
to examinations. Address Miss M. G. 
Reynolds, executive assistant, Board of 
Healing Arts, 110 Whitney Ave.,, New 
Haven 10. 


Delaware examinations July 11- 
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Safe, effective, economical. 


Made by BURTON, PARSONS & COMPANY, Since /932 
Originators of Fine Hydrophilic Colloids 


Washington 9, D. C. 4 


speaking of FINE PRODUCTS, remember 
the bowel NORMALIZERS of choice.... 


with constipation or non-specific diarrhea 
Pure hemicelluloses, completely calorie-free, producing a 
soft-formed bulk of ideal consistency to stimulate normal 
peristalsis and thus precipitate easy passage of a bland 
stool without trauma and with a minimum of peri-anal soiling. 
Taken before meals in water, Konsyl helps to depress appetite. 


L.A.FORMULA 


for the thin, finicky patient 
with constipation or non-specific diarrhea 


Pure hemicelluloses, ultra-pulverized to unique particle size 
and simultaneously dispersed in highest-grade lactose and 
dextrose to insure unsurpassed palatability, likewise acting to 
precipitate easy passage of soft formed stools for maximum 
relief of abnormal bowel function. 


Taken in water or milk, L. A. Formula makes 
a velvety smooth mixture. Taken in citrus 
fruit juice, it is undetectable. 


Safe, effective, economical. 


KONSYL 


for the obese patient 


13. Address Joseph S. McDaniel, M.D., 
secretary, Board of Medical Examiners, 
Professional Bldg., Dover. 


District of Columbia examina- 
tions June 12-13. Applications must be 
filed by May 1. Address Daniel L. Finu- 
cane, M.D., secretary, D.C. Commission 
on Licensure, 1740 Massachusetts Ave., 
N.W., Washington 6, D.C. 

Basic science examinations May 22-23. 
Applications must be filed by May 1. Ad- 
dress Dr. Finucane. 


Florida examinations in June. 
Address Thomas F. Sheffer, D.O., secre- 
tary, Board of Osteopathic Examiners, 
Las Olas Hospital, 1516 E. Las Olas 
Blvd., Ft. Lauderdale. 


Georgia examinations July 4. Ad- 
dress Mr. C. L. Clifton, joint secretary, 
State Examining Boards, 224 State Capi- 
tol, Atlanta. 


Hawaii For information on ex- 
amination dates write to Richard Y. 
Kodama, D.O., secretary, Board of Osteo- 
pathic Examiners, 826 Keeaumoku St., 
Honolulu 14. 


Idaho examinations June 8. Ad- 
dress Mrs. Nan K. Wood, director, Oc- 
cupational License Bureau, Department 
of Law Enforcement, State House, Boise. 


Illinois examinations in July. Ap- 
plications must be filed by the middle 
of June. Address Mr. Frederic B. Selcke, 
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You see an improve- 
ment within a few days 
Thanks to your prompt 
treatment and the 
smooth action of Deprol, 
her depression is 
relieved and her anxiety 
and tension calmed — 
often in a few days. She 
eats well, sleeps well 
and soon returns to her 
normal activities. 


Lifts depression...as calms anxiety! 


Smooth, balanced action lifts depression as 
it calms anxiety...rapidly and safely 


Balances the mood — no “seesaw” effect 
of amphetamine -barbiturates and ener- 
gizers. While amphetamines and energizers may 
stimulate the patient — they often aggravate 
anxiety and tension. 


And although amphetamine-barbiturate combina- 
tions may counteract excessive stimulation — they 
often deepen depression. 


In contrast to such “seesaw” effects, Deprol’s 
smooth, balanced action lifts depression as it calms 
anxiety — both at the same time. 


Dosage: Usual starting dose is 1 tablet 
q.i.d. When necessary, this dose may be grad- 
ually increased up to 3 tablets q.i.d. 


Composition: 1 mg. 2-diethylaminoethyl benzi- 
late hydrochloride (benactyzine HCl) and 400 mg. 
meprobamate. Supplied: Bottles of 50 light-pink, 
scored tablets. Write for literature and samples. 


Acts swiftly -— the patient often feels 
better, sleeps better, within a few days. 
Unlike the delayed action of most other antide- 
pressant drugs, which may take two to six weeks 
to bring results, Deprol relieves the patient quickly 
—often within a few days. Thus, the expense to the 
patient of long-term drug therapy can be avoided. 


Acts safely — no danger of liver damage. 
Deprol does not produce liver damage, hypoten- 
sion, psychotic reactions or changes in sexual 
function—frequently reported with other anti- 
depressant drugs. 


WW WALLACE LABORATORIES/ Cranbury, N. J. 
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For the build-up in convalescence 


ANNOUNCING 


SURBEX-T 


Therapeutic dosage of B-Complex 
plus 500 mg. of Vitamin C 


Unsurpassed stability. As coatings are applied 
without water, deterioration due to moisture is 
virtually eliminated. Stability is enhanced; po- 
tency is protected. Easier, more pleasant to 
take. SurBEx-T tablets are up to 30% smaller; 
have a pleasant taste; and are non-caloric. Vita- 
min odor and aftertaste are eliminated. 


Each Filmtab SuURBEX-T represents: 


Thiamine Mononitrate (B,).................. 15 mg. 
Pyridoxine Hydrochloride..................... 5 mg. 
Cobalamin (Vitamin 4 mcg. 
(as calcium pantothenate racemic) 
Ascorbic Acid (as sodium ascorbate)...... 500 mg. 


Supplied in bottles of 100 and 1000 


VITAMINS BY GJ 


. Bottles of 1000. 


Filmtab coatings protect 
this full range of Abbott 


nutritional supplements: _ 


SUR-BEX’® WITH C. Smaller 
dosages of the essential B- 
Complex and C. Table bottles 
of 60. Also in bottles of 100, 
500 and 1000. 


DAYTEENS™ To heip insure 
optimal nutrition in growing 
teenagers. Table bottles of 
100, bottles of 250, 1000. 


Potent maintenance formulas 
—ideal for those who are “‘nu- 
tritionally run-down” 


DAYALETS® Table bottles of 
100. Bottles of 50, 250, 1000. 


DAYALETS-M* Apothecary bot- 
tles of 100 and 250. Also in bot- 
tles of 1000. 


Therapeutic formulas for more 
severe deficiencies—illness, 
infection, etc. 


OPTILETS® & OPTILETS-M° 
Table bottles of 30 and 100. 


@FILMTAB— FILM-SEALED. TABLETS, ABBOTT. 
TM— TRADEMARK 
1961, ABBOTT LABORATORIES 103029A 
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Tablets are Vitamin Tablets are pleasant 
easier to swallow, after-taste and tasting, non-caloric, 


up to 30% odor come in a rainbow of 
smaller. are eliminated. 


Breakage and cracking 
are less likely. (Sugar 
coatings are crystalline, 

cheerful colors. and more brittle.) 


In contrast with This eliminates the need 


sugar coatings, of protective subseals, and 
no water is used 


in manufacture. 


Absorption is speeded Vitamins are 
as sugar’s bulk readily available at 
chances of moisture seepage and subseals proximal 
through imperfections. are eliminated. receptor sites. 


NET RESULT: Potency is assured for a longer time. 
The patient gets what he pays for—and what you prescribe. (aumm 


FILMTAB—FILM-SEALED TABLETS, ABBOTT ©1961, ABBOTT LABORATORIES 103029 8 


Filmtab* Coating Advantages 4 in a Nutshell 


anorectal comfort...that lasts 


Patients want full, fast and lasting relief from the distressing 
symptoms of common anorectal disorders. 


For hemorrhoids, proctitis and pruritus ani, start therapy 
with ANUSOL-HC—2 suppositories daily for 3 to 6 days— 
to reduce inflammation, relieve pain and itching, and shorten 
total treatment time. Maintain patient comfort with regular 
ANUSOL—1 suppository morning and evening and after 
each evacuation to prevent recurrence of symptoms. Supple- 
. ment with Anusol Unguent as required. 


Neither Anusol nor Anusol-HC contains anesthetic agents which 
might mask symptoms of serious rectal pathology. 


hemorrhoidal suppositories hemorrhoidal suppositories with 
and unguent hydrocortisone acetate, 10 mg. 
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“R Day” 


for the neuritis patient 
can be tomorrow 


“R Day”—when pain is relieved—can come early for patients 
with inflammatory (non-traumatic) neuritis if treatment 
with Protamide is started promptly after onset. 


Protamide is the therapy of choice for either early or delayed 
treatment, but early use assures greatest efficacy. 


For example, in a 4-year study’ and a 26-month study” 
a combined total of 374 neuritis patients treated with Protamide 
during the first week of symptoms responded as follows: 


60% required only I or 2 daily injections for 


complete relief 


96% experienced excellent or good results with 5 or 


less injections 


Thus, the neuritis patient’s first visit—especially an early one— 


affords the opportunity to speed his personal “R Day.” 


Protamide is available at pharmacies and supply 
houses in boxes of ten 1.3 cc. ampuls. 
Intramuscularly only, one ampul daily. 


PROTAMIDE’ 


REFER TO 


PAGE 813 


Detroit 11, Michigan 


1. Lehrer, H. W., et al.: Northwest Med. 75:1249, 1955. 
2. Smith, Richard T.: New York Med. 8:16, 1952 


superintendent, Department of Registra- 
tion and Education, Capitol Bldg., Spring- 
field. 


Indiana examinations in June. 
Address Miss Ruth V. Kirk, executive 
secretary, Board of Medical Registration 
and Examination, 538 Knights of Pythias 
Bldg., Indianapolis 4. 


Iowa examinations May 18-19 in 
the Senate Chamber, State House, Des 
Moines. Applications must be filed 15 
days prior to examination. Address Mr. 
Herman W. Walter, assistant secretary, 
Board of Osteopathic Examiners, 519-20 
Insurance Exchange Bldg., Des Moines 9. 

Basic science examinations July 11 at 
the Capitol Building, Des Moines. Ad- 
dress Elmer W. Hertel, Ph.D., secretary, 
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Board of Basic Science Examiners, Wart- 
burg College, Waverly. 


Kansas examinations during first 
2 weeks in June. Address Francis J. Nash, 
M.D., secretary, Board of Healing Arts, 
New Brotherhood Bldg., Kansas City, 
Kans. 


Kentucky examinations in June. 
Address Mrs. Ray Wunderlich, director, 
Medical Licensure and Registration, 
Board of Health, 275 E. Main St., Frank- 
fort. 


Maine examinations June 13-14. 
Address George Frederick Noel, D.O., 
secretary, Board of Osteopathic Exami- 
nation and Registration, 20 Monument 
Sq., Dover-Foxcroft. 


Maryland 
Address Christopher L. Ginn, D.O., sec- 
retary, Board of Osteopathic Examiners, 
19 W. Mulberry St., Baltimore 1. 


examinations in June. 


Massachusetts examinations July 
11. Address David W. Wallwork, M.D., 
secretary, Board of Registration in Medi- 
cine, Room 37, State House, Boston 33. 


Michigan basic science examina- 
tions in May. Address Mrs. Anne Baker, 
secretary, Board of Examiners in the Basic 
Sciences, 116 Mason Bldg., Lansing. 


Minnesota basic science exami- 
nations June 6 at the University of Min- 
nesota, Minneapolis. Address Raymond N. 
Bieter, M.D., secretary-treasurer, Board 
of Examiners in the Basic Sciences, 105 
Millard Hall, University of Minnesota, 
Minneapolis 14. 


Mississippi examinations in June. 
Address R. N. Whitfield, M.D., assistant 
secretary, Board of Health, Jackson 5. 


Missouri examinations in May. 
Address Mr. John A. Hailey, executive 
secretary, Board of Registration for the 
Healing Arts, P. O. Box 4, Jefferson City. 


Nebraska basic science examina- 
tions May 2-3. Address Mr. R. K. Kirk- 
man, director, Bureau of Examining 
Boards, Department of Health, State 
Capitol Bldg., Lincoln 9. 


Nevada examinations in June. 
Address John H. Pasek, D.O., secretary, 
Board of Osteopathic Examiners, 205-10 
First National Bank Bldg., Minden. 

Basic science examinations July 4, Ad- 
dress Kenneth C. Kemp, Ph.D., secre- 
tary, Board of Examiners in the Basic 
Sciences, Box 9355, University of Ne- 
vada, Reno. 


New Jersey examinations June 
20-23. Address Mr. Michael E. H. 
Sweeney, administrative secretary, Board 
of Medical Examiners, 28 W. State St., 
Trenton 8. 


New Mexico examinations June 
15. Address L. D. Barbour, D.O., secre- 
tary, Board of Osteopathic Examination 
and Registration, Box 710, Roswell. 

Basic science examinations July 16. 
Address Mrs. Marguerite Cantrell, secre- 
tary, Board of Examiners in the Basic 
Sciences, Box 1522, Santa Fe. 


New York examinations in June. 
Address Dr. John W. Paige, chief, Bureau 
of Professional Examinations and Regis- 
trations, 23 S. Pearl St., Albany. 


North Carolina examinations first 
week in July at Raleigh. Address Joseph 
H. Huff, D.O., secretary, Board of Osteo- 
pathic Examination and Registration, 330 
W. Front St., Box 1177, Burlington. 

North Dakota 


examinations in 


in peptic ulcer... 


prescribe the antacid with 
protective coating action 


Gelusil protects the peptic ulcer patient against pain and pro- 
motes natural healing by coating the crater with two long-lasting 
demulcent gels. Pleasant-tasting Gelusil neutralizes and adsorbs 
excess gastric acid—is inherently nonconstipating—contains no 
laxative. Here is the superior antacid adjuvant for any program 
of ulcer management — best, too, for fast relief in gastritis, hyper- 
acidity and “heartburn.” Tablets and liquid — each tablet or’ 
teaspoonful contains aluminum hydroxide {Warner-Chilcott) 
4 gr. and magnesium trisilicate U.S.P. 7% gr. : 


the 
antacid 
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DRAMATIC 


physical and emotional 
relvef in 


ANGINA 
PECTORIS 


‘round-the-clock 
protection against 
both pain and fear 


Tymcaps COROVAS is a nontoxic, uniform- 
acting, long-acting vasodilator to control 
or prevent attacks of angina pectoris. One 
COROVAS Tymcap upon arising provides 
up to 12 hours of continuous coronary 
vasodilation, and another COROVAS 
Tymcap before the evening meal affords 
maximum protection against seizures all 
night. COROVAS alleviates the associated 

fear of pain. Reduces the need for emer- 

gency nitroglycerin. Safe and effective for 
long-term therapy. 


SUPPLIED — Boxes of 60 and 120. 


PROLONGED, SUSTAINED ACTION OF VASODILATING PENTAERYTHRITOL TETRANITRATE 
(PETN) 30 MG., AND SEDATIVE SECOBARBITURIC ACID 50 MG. IN EACH COROVAS TYMCAP. 
AS WITH ALL NITRATES, USE WITH CAUTION IN GLAUCOMA. 


AMFRE GRANT, INC. 
Brooklyn 26, N. Y. 
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asthmatic... but symptom-free 


THE TEDRAL PATIENT lives normally, breathes freely, without fear or 
embarrassment of asthma attacks. 


ONE TEDRAL TABLET taken at the first sign of an attack relieves 
congestion and constriction within fifteen minutes and protects for as 
long as four hours. For prophylaxis or when attacks are frequent, 
prescribe one or two tablets q.4h. For children 6 to 12 years old, 
half the dosage. 


Each scored Tedral tabiet contains theophylline 130 mg., ephedrine 
HC] 24 mg. and phenobarbital 8 mg. 


the ® 
“TEDRAL 
antiasthmatic 


Children often prefer the licorice flavor of Tedral Pediatric Suspension 
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nearly identical to mother’s milk! in nutritional breadth and balance 


A new infant formula 


Enfamil 


Infant formula 


Five years of research and 41,000 pa- 
tient days of clinical trials demonstrate 
the excellent performance of Enfamil. 
This new infant formula satisfies babies 
and they thrive on it. Digestive upsets 
are few and stool patterns are normal. 
Enfamil produces good weight 
gains. In a well-controlled institutional 
study? covering the crucial first 8 weeks 
of life, Enfamil produced average 
weight gains of 11.3 ounces every 2 
weeks during the course of the study. 


Enfamil is nearly identical to 
mother’s milk! ¢ in caloric distri- 
bution of protein, fat and carbohydrate 
© in vitamin content (vitamin D added 
in accordance with NRC recommenda- 
tions) © in osmolar load ¢ in ratio of 
unsaturated to saturated fatty acidsein 
absence of measurable curd tension for 
enhanced digestibility 


Babies started on Enfamil stay on 
Enfamil 


1. The Composition of Milks, Publication 254, National Academy of Sciences and National Research 
Council, Revised 1953. 2. Brown, G.W.; Tuholski, J.M.; Sauer, L.W.; Minsk, L.D., and Rosenstern, 


1.: J. Pediat. 56:391 (Mar.) 1960. 


Mead Johnson 
Laboratories 


Symbol of service in medicine 


July. Address M. J. Hydeman, D.O., sec- 
retary, Board of Osteopathic Examiners, 
417% Broadway, Bismarck. 


Ohio examinations in June. Ap- 
plications must be filed 2 weeks in ad- 
vance. Address H. M. Platter, M.D., sec- 
retary, Medical Board, 21 W. Broad St., 
Columbus 15. 


Oregon examinations in July. Ad- 
dress Mr. Howard I. Bobbitt, executive 
secretary, Board of Medical Examiners, 
609 Failing Bldg., Portland 4. 


Pennsylvania examinations July 
11-13 at the Philadelphia College of 
Osteopathy, 48th & Spruce Sts., Phila- 
delphia. Applications must be filed 15 
days in advance, together with the intern 
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training certificate. Address Mrs. Kath- 
erine M. Wollet, secretary, Bureau of 
Professional Licensing, 501 Education 
Bldg., Harrisburg. 


Rhode Island examinations July 
7-8. Address Mr. Thomas B. Casey, Ad- 
ministrator of Professional Regulation, 
366 State Office Bldg., Providence. 

Basic science examinations May 10. 
Address Mr. Casey. 


South Carolina examinations 
June 20. Address Ernest A. Johnson, 
D.O., secretary, Board of Osteopathic 
Examiners, Box 525, Summerville. 


South Dakota examinations July 
18-19. Address Mr. John C. Foster, ex- 
ecutive secretary, Board of Medical and 


Osteopathic Examiners, Room 300, First 
National Bank Bldg., Sioux Falls. 

Basic science examinations first week 
in June. Applications must be filed 2 
weeks in advance. Address Gregg M. 
Evans, Ph.D., secretary, Basic Science 
Board, Box 506, Yankton. 


Tennessee examinations in July 
at Nashville. Address M. E. Coy, D.O., 
secretary, State Board of Examination and 
Registration for Osteopathic Physicians, 
1226 Highland, Jackson. 

Basic science examinations given every 
3 months. Address O. W. Hyman, M.D., 
secretary, Board of Basic Science Ex- 
aminers, 62 S. Dunlap, Memphis 3. 


Texas examinations June 12-14, 
Texas Hotel, Fort Worth. Applications 
must be filed 30 days in advance. Ad- 
dress H. M. Crabb, M.D., secretary, Board 
of Medical Examiners, 1714 Medical Arts 
Bldg., Fort Worth 2. 


Utah examinations third week in 
June. Applications must be filed 10 days 
prior to examinations. Address Mr. Frank 
E. Lees, director, Registration Division, 
Department of Business Regulation, State 
Capitol, Salt Lake City 14. 


Vermont examinations in June. 
Address Charles D. Beale, D.O., secre- 
tary, Board of Osteopathic Examination 
and Registration, Mead Bldg., Rutland. 


Virginia examinations in June. 
Address Russell Cox, M.D., secretary, 
Board of Medical Examiners, 505 Wash- 
ington St., Portsmouth. 


Washington examinations in 
July. Address Mr. Thomas A. Carter, sec- 
retary, Professional Division, Department 
of Licenses, Olympia. 

Basic science examinations in July. Ap- 
plications must be filed 15 days prior to 
examinations. Address Mr. Carter. 


West Virginia examinations in 
June. Address Donald C. Newell, D.O., 
secretary, Board of Osteopathy, 137% 
Main St., Oak Hill. 


Wisconsin examinations in July 
at Milwaukee. Applications must be filed 
2 weeks prior to examinations. Address 
Thomas W. Tormey, Jr., M.D., secretary, 
Board of Medical Examiners, Room 28, 
115 So. Pinckney St., Madison 2. 


Wyoming examinations in June 
at Cheyenne. Address James W. Samp- 
son, M.D., secretary, Board of Medical 
Examiners, State Office Bldg., Cheyenne. 


Ontario examinations in June. 
Address D. Gordon Campbell, D.O., sec- 
retary, Board of Directors of Osteopathy, 
2 Bloor St., E., Toronto 2. 


Saskatchewan professional and 
basic science examinations at Saskatoon 
in June. Address Anna Northup-Little, 
D.O., 2228 Albert St., Regina. 
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In chronic and acute diarrhea 
the most effective symptomatic 
solution to the dual problem 


dual action 


“The he combi- 
nation [SORBOQUEL] often alleviated 
diarrhea after other drugs, including 

opiates, had been ineffectual.”* 


FOR TOO FLUID FECES: 
action Four SORBOQUEL Tablets, the 
average daily dose, contain 2 Gm. 


of polycarbophil. This amount of 
this extraordinary macromolecular 
water-binding agent has a hydro- 


sorptive capacity of 240 cc. 
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A 30-year-old male with chronic diarrhea of functional origin, 
characterized by marked intestinal hypermotility. With 
SORBOQUEL therapy, the diarrhea was well controlled. This 
24-hour film demonstrates combined antimotility action of thi- 
hexinol methylbromide and the hydrosorptive action of polycarbo- 
phil. (Note the particulate nature of the swollen polycarbophil.) 


FOR TOO FREQUENT EVACUATIONS: 

the superior, yet selective, nonopiate action of thihexinol methyl- 
bromide produces prompt and prolonged intestinal motor inhibition. 
With SORBOQUEL, ''the demonstrated inhibition of jejunal motility 
without a marked delay of gastric emptying is remarkable. In our 
experience, such selective depression of enteral motor activity has 
not been produced by other anti-peristaltic drugs.’’* 


CONVENIENT TABLET FORM: SIMPLE 
UNCOMPLICATED DOSAGE SCHEDULE 
dosage: For older children and adults, 
initial dosage of one SORBOQUEL Tablet 
q.i.d. is usually adequate. SEVERE DIAR- 
RHEAS MAY REQUIRE SIX, OR EVEN EIGHT, 
TABLETS IN DIVIDED DAILY DOSES. (Dos- 
ages exceeding six tablets a day should 
not be employed over prolonged periods. ) 
side effects: The incidence of side ef- 
fects at recommended dosage is negligi- 
ble. (The usual precautions when using 
parasympatholytic agents should be ob- 
served.) COMPLETE INFORMATION RE - 
GARDING THE USE OF SORBOQUEL TAB- 
LETS 1S AVAILABLE ON. REQUEST. 
supplied: SORBOQUEL Tablets, bottles of 
50 and 250. Each tablet contains 0.5 
Gm. polycarbophil and 15 mg. thihexinol 
methylbromide. 

*Winkelstein, A.: Am. J. Digestive Dis. 
34:524 (Nov.) 1960. additional bibli - 
ography: Hock, C.W.: Med. Times 88;320 
(March) 1960. Hock, C. W.: Am. J, Diges- 
tive Dis. (Nov.) 1960. Berkowitz, D.: Am. 
J. Digestive Dis. (Nov.) 1960. Seneca, 
H.: Am. J. Digestive Dis. (Nov.) 1960. 
Gilbert, A.S.; Schwartz, |.R., and Matzner, 
M. J.: Am. J. Gastroenterol. (Dec.) 1960. 
Gilbert, $.S.: Am. J. Digestive Dis. (Nov.) 
1960. Pimparker, B. D.; Paustian, F. F.; 
Roth, J. L. A., and Bockus, H. L.: Gastro- 
enterology, to be published. Roth, J. L. A.: 
Am. J. Digestive Dis. (Nov.) 1960, 
Grossman, A. J.; Batterman, R. C., and 
Leifer, P.: J. Am. Geriat. Soc. 5:187 (Feb.) 
1957. McHardy, G.; Browne, D.; McHardy, 
R.; Bodet, C., and Ward, $.: Am. J. Gastro- 
enterol. 24:601 (Dec. ) 1955. McHardy, G.: 
Am. J. Digestive Dis. (Nov.) 1960. 
Bercovitz, Z. T.: J. Am. Geriat. Soc. 5:940 
(Nov.) 1957. Reports to the Medical 
Department, White Laboratories, Inc. 


WHITE LABORATORIES, INC. + Kenilworth, New Jersey 
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Therapeutic vitamins in the “therapeutic” jar 


High potency water-soluble vitamins as contained in STRESSCAPS may solve the compli- 
cating nutritional problem in arthritics. As increased metabolic needs are intensified by 
established or progressive deficiencies, multiple vitamins adjunctive to primary therapy 
are justified."* The decorative STRESSCAPS jar also helps resolve the problem of 
adherence to prescribed regimen ... reminding the patient of his one-capsule-daily. 
Each capsule contains: Thiamine Mononitrate (By) 10 mg., a (B,) 10 me, Niacinamide 100 m mee 


Ascorbic Acid (C) 300 mg., Pyridoxine HC! (B,) 2 mg., Vitamin B 12 4 mcgm. cium Pantothenate 
mg., Vitamin K (Menadione) 2 mg. Average dose: 1-2 capsules daily. 


1, Robinson, W. D. Report to A.M.A. Council on Foods and Nutrition, J.A.M.A. 166:253 (Jan. 18) 1958. 2. Spies, T.D.: J.A.M.A. 
167:675 (June 7) 1958. 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, New York QD 


TRESSCAPS 


Stress Formula Vitamins Lederle 


i 
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Reregistration 
of osteopathic licenses 


May 1—Washington, $2.00. Address 
Mr. Thomas A. Carter, secretary, Pro- 
fessional Division, Department of Li- 
censes, Olympia. 


Before June 30—Delaware $20.00. Ad- 
dress Joseph S. McDaniel, M.D., secre- 
tary, Board of Medical Examiners, Pro- 
fessional Bldg., Dover. 


June 30—Hawaii, $5.00 residents; 
$2.00 nonresidents. Address Richard Y. 
Kodama, D.O., secretary-treasurer, Board 
of Osteopathic Examiners, 826 Keeaumo- 
ku St., Honolulu 14. 


June 30—Missouri, $2.50. Notices for 
registration will be sent to the last known 
address the first week of June. Address 
Mr. John A. Hailey, executive secretary, 
Board of Registration for the Healing 
Arts, Box 4, Jefferson City. 


June 30—Virginia, $1.00. Address Rus- 
sell Cox, M.D., Board of Medical Exam- 
iners, 505 Washington St., Portsmouth. 


June 30—Wyoming, $2.50. Address 
James W. Sampson, M.D., secretary, 
Board of Medical Examiners, State Office 
Bldg., Cheyenne. 


July 1—Idaho, $10.00. Address Mrs. 
Nan K. Wood, director, Occupational Li- 
cense Bureau, Department of Law En- 
forcement, State House, Boise. 


July 1—Iowa, $1.00. Address Mr. Her- 
man W. Walter, assistant secretary, Board 
of Osteopathic Examiners, 519-20 Insur- 
ance Exchange Bldg., Des Moines. 


July 1—Kansas, $5.00. Address Francis 
J. Nash, M.D., treasurer, Board of Heal- 
ing Arts, New Brotherhood Bldg., Kansas 
City, Kans. 


July 1—Michigan, $5.00. Address Roy 
G. Bubeck, Jr., D.O., treasurer, Board of 
Osteopathic Registration and Examina- 
tion, 2851 Clyde Park Ave., S.W., Grand 
Rapids 9. 


July 1—New Mexico, $5.00. Address 
L. D. Barbour, D.O., treasurer, Board of 
Osteopathic Examination and Registra- 
tion, Box 710, Roswell. 


July 1—North Dakota, $3.00. Address 
M. J. Hydeman, D.O., treasurer, Board 
of Osteopathic Examiners, 417% Broad- 
way, Bismarck. 


July 1—Oklahoma, $2.00. Address G. 
R. Thomas, D.O., treasurer, Board of 
Osteopathy, 2923 N. Walker, Oklahoma 
City 3. 


July 1—West Virginia, $2.00. Address 
Donald C. Newell, D.O., treasurer, Board 
of Osteopathy, 137% Main St., Oak Hill. 
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for the uncomfortable patient 


SOMINEX contains no barbitu- 
rates, bromides or narcotics. It is 
designed specifically as a bedtime 
sedative, and should not be used 
as a daytime tranquilizer. 

In SOMINEX, the safe sedative 
action of methapyrilene is 
enhanced by scopolamine and 
salicylamide. The total effect is 
one of safe sedation without 
hang-over or danger of habitu- 
ation. No prescription is required. 


for the dist 


raught patient 


~ for the overtired patient 


relaxing, restful sleep 


without barbiturates, 


bromides or narcotics 


THE SAFE SOMNIFACIENT 


Each SOMINEX tablet provides: 
Methapyrilene HCl, 25 mg.; sco- 
polamine aminoxide HBr, 0.25 
mg.; salicylamide, 200 mg. Dos- 
age: 2 tablets one-half hour be- 
fore retiring. Some patients will 
require only one tablet. Supplied: 
vials of 18 tablets. 


For a complimentary supply, 
please address your request to: 
Dept. SB, J. B. Williams, Inc., 
711 Fifth Avenue, New York, N.Y. 


Examination 
by National Board 


The National Board of Examiners for Os- 
teopathic Physicians and Surgeons, Inc. 
conducts Parts I and II of its examina- 
tions on the first Thursday and Friday of 
each May and December at the six ap- 
proved colleges. Application blanks may 
be obtained from the secretary of the 
Board or the dean of the college, and the 
completed application blank, together 
with check for the part to be taken, must 
be in the secretary’s office by the No- 
vember 1 or April 1 preceding the ex- 
amination. 

Examinations in Part I consist of anat- 
omy, including histology and embryol- 


ogy; physiology; physiological chemistry; 
general pathology; and bacteriology, in- 
cluding parasitology and immunology. 
Part II consists of examinations in sur- 
gery, including applied anatomy, surgical 
pathology, and surgical specialties, neu- 
rology and psychiatry; public health, in- 
cluding hygiene; medical jurisprudence; 
obstetrics and gynecology; pediatrics; os- 
teopathic principles, therapeutics, includ- 
ing pharmacology and materia media. 
Part III is an oral and practical ex- 
amination given under the supervision of 
a chief examiner who is a member of the 
Board and by a panel of associate ex- 
aminers. Subjects covered in Part III are: 
anatomy; physiology; pathology; osteo- 
pathic principles, therapeutics and phar- 
macology; surgery; ophthalmology and 
otorhinolaryngology; obstetrics and gyne- 
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Nature gives the reason! Homagenets provide vitamins the 
way nature intended—in homogenized form. The homoge- 
nization process* used in Homagenets breaks up the vita- 
mins into microscopic particles—1/100th the size found in 
ordinary vitamin tablets. 

Why small particles? To speed absorption; improve utiliza- 
tion; and eliminate need for wasteful excess dosage.** 


How about taste? Homogenization makes Homagenets so 


**Lewis, et al.: Pediat. 5:425 


Why HOMAGENETS instead of ordinary vitamins? 


palatable they can be chewed like candy or swallowed... 
with no “fishy burp.” 


Formulas? Five of them—Prenatal, Pediatric, Aoral, Geri- 
atric, and Therapeutic. 


Write for samples and detailed literature. 


HOMAGENETS* 


THE HOMOGENIZED VITAMINS IN SOLID FORM 
*U.S. Pat. Nos. 2676136; 2841528 


THE Ss. Mi ASSENGILL COMPANY Bristo!, Tennessee New York Kansas City San Francisco 


: 


Weight problem? Start the reducing program right, 
keep it going right with Esidrix® 
Esidrix-K’ 


Recent studies show that the diuretic action of Esidrix 
improves results of weight-reducing programs 2 ways: 


1. As an adjuvant in initiating treatment: 
Esidrix induces greater weight losses in 
the first few days than a conventional 
regimen.! This weight loss may be signifi- 
cant in itself (depending on the degree 
of fluid retention). But more than that, the 
quick loss of even a few pounds builds 
confidence in the weight-reducing pro- 
gram, inspires determination to follow it 
faithfully. 

2. As an adjuvant in maintenance treat- 
ment: Esidrix eliminates retained water — 
with consequent weight losses —to break 
through the weight plateaus so often en- 
countered in antiobesity programs. (See 
schematic graph below.) The new weight 
loss cheers the patient and helps over- 
come his tendency to eat too much. 


rtad FS per patiert 


Average Weight loss 


(Adapted from Einhorn and Kalb2) 


For complete information about Esidrix and 
Esidrix-K (including dosage, side effects, 
and cautions), see Physicians’ Desk Refer- 
ence, or write CIBA, Summit, N. J. 
References: 1. Ray, R. E.: To be published. 2. Ein- 
horn, H. P., and Kalb, S, W.: Clin, Med. 7:1995 
(Oct.) 1960. 

Supplied: Esiprix Tablets, 25 mg. (pink, 
scored) and 50 mg. (yellow, scored). 
Esiprix-K Tablets 25/500 (white, coated), 
hydrochlorothiazide cis each containing 25 mg. Esidrix and 500 mg. 
potassium chloride. NEW STRENGTH ESIDRIX-K 
NOW AVAILABLE: Esiprix-K Tablets 50/1000 
(white, coated), each containing 50 mg. 
Esidrix and 1000 mg. potassium chloride. 


BA 
2/2921 SUMMIT+ NEW JERSEY 
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in the “ulcer prone” am 
in the ulcer patient 4 


. 
mm . what good are antacids if the ache is still there? : 


much more than an antacid 
blocks all three sources of 


pre-ulcer and ulcer pain 


Antacid relief is only partial, because 
acid causes only part of your patient’s 
discomfort. In almost every case, he 
suffers with painful G. I. spasm, too. 
Kolantyl stops it. Of course, most 
antacids will soothe irritated mucosa. oa 
Kolantyl, however, does more... helps aoe 
prevent further erosion, promotes 
healing. And when you prescribe 
Kolantyl, your patients will take 

it gladly. You see, Kolantyl 
tastes extra good. 

Dosage: 1 tablespoonful or 
2 tablets, every three 
hours, as needed. 


Formula: Each tablet or 10 cc. Gel 
(2 teaspoonfuls) contains: 

Bentyl (dicyclomine) Hydrochloride 5 mg. 
Aluminum Hydroxide Gel, Dried......400 mg. 


Magnesium Oxide, Heavy..........+. Mg. 
Sodium Lauryl Sulfate 25 mg. 
Methylcellulose 100 mg. 


TRADEMARKS: BENTYL®, KOLANTYL® 


4 
— 


how 
shall 


she dress 


? 
wants 
to know 


NOW 


you 


tell her 


rO- 


(even in the 
first week) 


with 


uosterone 


50 mg. 
0.03 mg. 


anhydrohydroxyprogesterone, 


} per tablet 
ethiny! estradiol! 


the 3-day, oral test for early diagnosis of pregnancy 


If she is not pregnant, and has pre- 
viously had regular menstrual cycles, 
withdrawal bleeding will occur within a 
few days after PRo-DUOSTERONE (1 tab- 
let q.id. for 3 days). In functional 
amenorrhea, regular menstrual cycles 
may often be restored. 


If she is pregnant, no progesterone with- 
drawal bleeding can occur. Moreover, 
Pro-DUOSTERONE actually protects 
pregnancy, and may be indicated 


to help improve implantation in habit- 
ual abortion. 


*...a safe, physiologic method...”"}, 
the convenient PRo-DUOSTERONE test 
has proved highly accurate (95.2% in 
1,553 clinical studies) as early as a week 
after the first missed menses when ani- 
mal tests cannot be considered valid. 


Supplied: Bottles of 24 tablets. 
1, Hayden, G.E.: Am. J. Ob. & Gyn. 76:271, 1958. 


—({ ROUSSEL )— Roussel Corporation, 155 East 44th Street, New York 17, N.Y. 


cology; physical and clinical diagnosis; 
public health and communicable diseases. 

These are oral examinations which the 
candidate may take after having satisfac- 
torily completed the first six months of a 
l-year internship in a hospital approved 
for intern training. Part III is given an- 
nually. 

All candidates who are now serving an 
internship may file an application for 
Part III when 6 months of the internship 
have been completed. All others eligible 
for Part III whose internship of 1 year 
has been completed may file at any time. 
All applications must reach the office 
of the secretary not less than 30 days 
prior to the examination. 

All candidates are reminded that the 
examinations must be completed within 
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a period of 7 years. Candidates who 
took Part I in 1954 must take Part III in 
1961 or forfeit the right to complete the 
examinations. 

Eligibility requirements are as follows: 
Part I, satisfactory completion of the first 
2 quarters or trimesters of the sophomore 
year in an approved school of osteop- 
athy; Part II, satisfactory completion of 
Part I and of the first two quarters or 
trimesters of the senior year in an ap- 
proved osteopathic college; Part III, sat- 
isfactory completion of Part II and at 
least 6 months of a 1-year internship ap- 
proved by the American Osteopathic As- 
sociation. 

Address all communications to Paul 
van B. Allen, D.O., secretary, 4425 N. 
Meridian St., Indianapolis 8. 


Misuse of alcohol 
and its resultant 
community 


problems* 


Keith | Ditman, M.D., 
Alcoh h Clinic, 


UCLA Medical Center 


The title of this talk, “The Misuse of 
Alcohol and Its Resultant Community 
Problems,” really includes several topics. 
Implied is that there is a use for alcohol. 
The pleasures that alcohol has given and 
the adulations it has had are often 
omitted, particularly when the damage 
that it has precipitated is discussed. 
Curiously, these pleasures are hard to 
appreciate, or rather they are difficult to 
describe. 


LITERATURE CITED 


Alcohol has and does mean a great 
deal to man; few cultures have been 
without it. Since Noah made his epoch- 
making discovery, it has been used for 
relieving anxiety. In ancient Greece, wine 
was not merely sacred to Dionysus, wine 
was Dionysus. In Rome, Bacchus was 
called Theoinus, god-wine, a single word 
equating alcohol with deity. “Born a 
god”, said Euripides, “Bacchus is poured 
out in libations to the gods, and through 
him men received good.” In William 
Shakespeare’s “The Tempest,” Calaban 
said that Stepano must be a god, after 
testing the butler’s celestial liquor. Wil- 
liam James saw alcohol as producing a 
transcendental experience or mystical ex- 
perience. (For a description of the mysti- 
cal experience references are made to 
Bertrand Russell’s “Mysticism and Logic” 
and William James’ “Varieties of Relig- 
ious Experiences”); that is, there is a 
sense of transcendency, a sense of time- 
lessness, a sense of the deeper signifi- 
cance of things, of direct knowing. Wil- 
liam James spoke of ineffability; namely, 
that there is in the mystical experience 
something beyond description. In his 
“Varieties of Religious Experiences”’, 
James says, “The sway of alcohol over 
mankind is unquestionably due to its 
power to stimulate the mystical facul- 
ties of human nature, usually crushed to 
earth by the cold facts and dry «criti- 


*Reprinted from Califurnia’s Health, September 
15, 1960. This is the last of a series of articles 
on alcohol and alcoholism. These papers were 
given at an institute on Planning for Alcohol 
Education, held at Asilomar, February 17-19, 
for school teachers, school administrators, and 
faculty of teacher training institutions in Cali- 
fornia. 

The institute was jointly sponsored by the 
California State Departments of Public Health, 
Education, and Mental Hygiene. 
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ABSORBABLE HEMOSTAT 
(oxidized REGENERATED cellulose) 


A Major Advance 
in the Control of 
Hemorrhage 


does NOT 


depend on 
normal clotting 
mechanism 


Completely 
Absorbed 


: 
‘asi is compltet ipl ated teri 


SUR 


ABSORBABLE HEMOSTAT 
STERILE 


ob 
as 


URGICEL 


1s indicated 


for the 


control of obstinate 
hemorrhage in 


all types of surgery 


CLINICAL ADVANTAGES 


chemical & biological uniformity assures dependable performance— 


inherently hemostatic—effective in various blood dyscrasiae, including hemophilia— 


does not fragment & may easily be sutured in place if necessary— 


readily adheres to oozing-weeping surfaces but not to gloves or instruments— 


conforms readily to irregular organ contours— 


prompt & complete absorption with minimal tissue reaction— 


effective on epithelializing surfaces & surface wounds with loss of substance— 


no instance of untoward reaction observed in hundreds of cases— 


BIBLIOGRAPHY: 1. Hammond, W. G.: Personal communication, June 
11, 1959. 2. Laboratory report and summary, Johnson & Johnson 
Research Foundation, June 23, 1959. 3. Prigot, Aaron: Personal 
communication, September 30, 1959. 4. Lebendiger Alvin; Gitlitz, 
G. F.; Hurwitt, Elliott S.; Lord, G. H.; and Henderson, John: Laboratory 
and Clinical Evaluation of a New Absorbable Hemostatic Material 
Prepared from Oxidized Regenerated Cellulose, Surgical Forum, 
Vol. X, 1960. 5. Postlethwait, R. W.: To be published, and a scien- 
tific exhibit, A. M. A. June, 1960. 6. Hurwitt, Elliott S.; Henderson, 
John; Lord, Geoffrey H.; Gitlitz, George F.; and Lebendiger, Alvin: 
A New Surgical Absorbable Hemostatic Agent, Experimental and 
Clinical Evaluation, American Journal of Surgery 99(#9): (Sept.) 
1960. 7. Miller, J. M.: To be published. 8. Lucas, Oscar N.: Hypnotic 
Suggestion, Protective Splints and Packing of Sockets in the Man- 
agement of Teeth Extraction in Hemophiliacs. To be published. 9. 
Georgiade, Nicholas G.; Mitchell, T.; Lemier, J.; and Heid, J.: The 
Use of a New Improved Hemostatic Sponge in Dental and Oral 
Surgery. Accepted for publication in J. of Oral Surgery, Anesthesia 
and Hospital Dental Service. 
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CONTRAINDICATIONS: No contraindications 
have been found, however only the minimal amounts 
of material required should be used. 


HOW SUPPLIED: SURGICEL Absorbable He- 
mostat is supplied sterile in the following forms: 


SURGICEL Absorbable Hemostat Knitted Fabric 
Strips—2” x 14”, Knitted Fabric Strips—4” x 8”, 
Knitted Fabric Strips—2” x 3”. 


Detailed information upon request. 
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cisms of the sober hour. Sobriety dimin- 
ishes, discriminates and says no; drunken- 
ness expands, unites and says yes. It is 
in fact the greatest exciter of the yes 
function in man. It brings its votary from 
the chill periphery of things to the radi- 
ant core. It makes him for the moment 
one with truth. Not through mere per- 
versity do men run after it. To the poor 
and unlettered it stands in the place of 
symphony concerts and literature. It is 
part of the deeper mystery and tragedy 
of life that whiffs and gleams of some- 
thing we immediately recognize as excel- 
lent, should be vouchsafed to so many of 
us only in fleeting earlier stages of what 
in its totality is so degrading a poison. 
The drunken consciousness is one bit of 
the mystic consciousness, and our total 
opinion of it must find its place in our 
opinion of that larger whole.” 

Some drinkers are aware of this goal 
in their drinking. Recently, an intelligent 
alcoholic patient, a man who is highly 
successful in business, having his own oil 
company, said to me when I asked him 
about his religious interest, “I have no 
interests other than painting and good 
Scotch whiskey.” Also in this same direc- 
tion is a quote by James: “There is no 
cure for dypsomania (alcoholism) ex- 
cept religionmania.” This dictum ex- 
presses a viewpoint, the value of which 
has been amply demonstrated by Alco- 
holics Anonymous. 

In our present society, with its accent 
on reason, it might seem unlikely that 
alcohol would hold the place in men’s 
minds that it has claimed to have had 
in the past. However, consider the amount 
spent on alcohol, which is more than that 
spent on education and basic research 
combined, and note, if you please, state- 
ments made in our culture about alco- 
hol and the place reserved for it in our 
society. From liquor advertisements alone 
one might conclude that the way to get 
ahead in the world is to drink. 


NO ALCOHOLIC PERSONALITY 


Since the turn of the century, there 
has been an ever increasing interest in 
psychology. Partly from the teachings of 
Freud, who was trained in the mecha- 
nistic orientation of the nineteenth cen- 
tury, and partly because of modern 
materialism, the modern concept of per- 
sonality is that it operates in a dynamic 
way, and is presumably composed of dis- 
crete units or parts. Over-concern with 
the excessive use of alcohol could thus 
be seen as a disturbance in the dynamic 
equilibrium of the personality. Such ab- 
normal behavior as excessive drinking 
might be viewed as a symptom of an 
underlying personality disorder. Much of 
the psychological literature on alcohol- 
ism since the turn of the century has 
attempted to describe a specific person- 
ality configuration underlying alcoholism. 
The best evidence that there is not such 
a personality disorder is the literature it- 
self. Hardly a conceivable cause of alco- 
holism is left uncited. For example, some 
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SAFE FOR TODAY'S MEDICATIONS... AND TOMORROW'S 


NO CAUTION LABEL NEEDED — Use it with any injectable medication ...there is no danger 
of solvent action on the barrel. SAFE—B-D Control guarantees sterility, nontoxicity, non- 


pyrogenicity. ECONOMICAL —Disposability eliminates time-consuming, pré-use prepa- 
ration. PRECISE— Exclusive tip design reduces medication loss. 


BECTON, DICKINSON AND COMPANY - RUTHERFORD, NEW JERSEY 


BO HYPAK, AND DISCARDIT ARE TRADEMARKS OF BECTON, DICKINSON AND COMPANY, INC. 7EOE0 


authors see alcoholism as being caused 
by an underlying homosexual conflict; 
others have cited dependency, hostility, 
aggression, unconscious death wishes, and 
so on. Recently, inadequate or improper 
identification or negative self concept has 
been viewed as a possible cause of alco- 
holism. 

It is remotely possible that all the au- 
thors are reporting correctly, and that 
these multiple conditions are each the 
cause of the alcoholism in certain par- 
ticular cases. A similar variety of theories 
exists for the non-psychological explana- 
tions of alcoholism. Nevertheless, to date, 
there is no conclusive evidence for a sin- 
gle cause of alcoholism, nor any conclu- 


sive evidence for specific personality con- 
figuration for the alcoholic. Indeed, we 
have no basis for assuming that alcohol- 
ism is not a variety of conditions. How- 
ever, this does not imply that there are 
not facts known about alcoholism or that 
there are no actions that can be taken to 
assist the alcoholic. 


PROPER USES 


First, in ordet to better understand 
the misuse of alcohol, let us attempt to 
formulate briefly what the proper uses 
are. For this discussion we are concerned 
only with the psychological uses of alco- 
hol and its effect on behavior, and we 
are not particularly interested with its 
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There is an increasing awareness of iron deficiency 
in infants and children 


“Tron deficiency anemia is the most common deficiency dis- 
ease of infancy and childhood.”” 


“The average full-term infant requires 8 mg. of iron daily 
from about 6 months of age....°” 


The older child, too, often is in a precarious state of iron 
balance **... because of his added needs to support growth 
and his expanding blood volume....’” 


The following chart shows the ages at which iron stores of the newborn infant 
tend to become depleted and the total iron needed by the end of the first year. 
To help fill the gap, prophyiactic iron should be started at 2 to 6 months of age. 


WHEN IRON STORES BECOME DEPLETED? 


Total Total Iron Required for 
Body Iron Average Ages of Depletion Hemoglobin and Other 
at Birth 


of Iron Stores Body Needs at One Year 


Full-Term 7 
Infant i r 398 mg. 
Full-Term 
(Low Hb.) 398 mg. 
Premature 360 mg. 
Age/Mos. 2 4 6 8 10 12 


References: (1) Jacobs, I.: GP 21:93 (Jan.) 1960. (2) Shulman, I.: J.A.M.A. 175:118-123 
(Jan. 14) 1961. (3) Moore, C. V., in Wohl, M. G., and Goodhart, R. S.: Modern. Nutrition 
in Health and Disease, ed. 2, Philadelphia, Lea & Febiger, 1960, p. 243. 


Mead Johnson 
Laboratories 


Symbol of service in medicine 


Now...two new products to 
supply the iron they need at 
the ages they need it 


TRI-VI-SOL 


VITAMIN DROPS WITH IRON 


DECA-VI-SOL 


CHEWABLE VITAMINS WITH IRON 


These two new formulations—one for infants, one for older children 
—are distinctive additions to the present line of Vi-Sol® vitamins, 
thereby providing the choice of Tri-Vi-Sol drops with and without 
iron and Deca-Vi-Sol chewable vitamins with and without iron. Both 
new products taste good. The packaging carefully limits elemental 
iron to a total of 500 mg. per bottle. Nevertheless, the bottles should 
be kept out of the reach of children. 


Tri-Vi-Sol vitamin drops with iron. Each 0.6 cc. daily dose supplies 10 mg. elemental 
iron plus safe, rational amounts of vitamins €, D and A. Supplied in bottles of 30 cc. 


Deca-Vi-Sol chewable vitamins with iron, Each chewable tablet supplies 10 mg. 
elemental iron and safe, rational amounts of C, D and A plus seven significant 
B vitamins. Supplied in bottles of 50 chewable tablets. 


10 mg. of prophylactic iron... 
logically combined for your 
convenience with two of the 
most widely used and accepted 
pediatric vitamin products 
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quicker 
recovery from 
acute injuries 


Ultrasound reduces edema and 
promotes circulation, encourag- 
ing more rapid healing of acute 
injuries. Burdick’s UT-400 
delivers both pulsed and con- 
tinuous ultrasound. When 
indicated, the heating effect can 
be reduced by using pulsed 
current without decreasing the 
mechanical effect of the ultra- 
sound energy. 


For further 
information on 
the UT-400, write 


THE BURDICK CORPORATION 


MILTON, WISCONSIN 
Branch Offices: New York * Chicago 

Ael Los A 9 
principal cities 


possible uses as a food, vaso-dilator, and 
so on. Admittedly when one speaks of 
uses and misuses, value judgments are 
being implied. 

Alcohol is being used within the frame- 
work of normal drinking when it is used 
as a condiment, for the satisfaction of 
thirst, for its milder sedative effects, or 
for social occasions. In all these situations 
alcohol remains of secondary interest. It 
is presumed that this type of drinking 
brings added pleasure to living. It is 
when this normal use of alcohol is ex- 
ceeded that pain and problems rather 
than pleasure become the predominant 
consequences. 

Sandor Rado, a psychiatrist in New 
York, advances a psychological theory of 
narcotic bondage which will have some 
usefulness for us today. He says that the 
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dependence on a narcotic drug, and he 
includes alcohol, is a malignant form of 
miscarried self-repair, artificially induced 
by the patient himself. The patient’s rea- 
son for doing this is because he feels 
that it puts an end to his despair, makes 
him feel happy, restores his self-confi- 
dence and does all this miraculously in a 
moment without effort. Rado considers 
all drugs that produce this superpleasure 
effect as narcotics. 

Interestingly, all the drugs that we call 
euphoriants are addicting. The list in- 
cludes alcohol, which is addiciting in 
chronic high doses, paraldehyde, barbi- 
turates, morphine, heroin, Miltown, and 
so on. The “magic”, according to Rado, 
of narcotic drugs lies in their direct bio- 
chemical action on the brain. The pre- 
requisite adaptive effort and performance 


for pleasure is bypassed by the drug. 

This superpleasure of the drug makes 
an irresistible appeal in some, displacing 
more and more the ordinary pursuits and 
rewards of healthy life. It is this cor- 
rupted self-regulation that inevitably de- 
humanizes the patient’s behavior. Because 
of this, narcotic bondage is a malignant 
disorder. Rado has other aspects to his 
theory, such as prodromal depression and 
possibly a special biochemical and psy- 
chodynamic predisposition, so that the 
narotic elation does not pass harmlessly 
off. 

It is remembered that there may be 
no pharmacological changes, but there 
are psychological changes. The elation is 
remembered. A craving for the elation 
begins and can grow with repeated in- 
toxications. A narcotic system of self- 
government, founded on dependence on 
the intoxicating drug, is then established. 
Here the importance the drug is given 
by the patient should be noted. The 
reasons for the rehabilitation of the pa- 
tient being so difficult are 1) he enjoys 
his illness, 2) withdrawal of the drug 
alone does not free the patient from his 
bondage, 3) the predispositions are not 
easily treated. 


VAST PROBLEM 


Alcoholism, one form of narcotic bond- 
age, is an ubiquitous condition. It is one 
of our most serious public health prob- 
lems and touches in some way nearly 
everybody. In this State 20 percent of 
the admissions to mental hospitals are 
alcoholics and half of the arrests are for 
drunkenness. Alcoholism has a marked 
influence on mortality. 

Only a small percentage of cases are 
much improved, no matter what form of 
treatment is used. There is even some 
indication of rising incidence of alco- 
holism in the U.S. 

With this type of introduction to the 
nature and scope of the problem of alco- 
holism, I would like to now turn to some 
specific topics. 

First of all, what is alcoholism? No 
definition seems satisfactory. Some would 
prefer to speak of problem drinking and 
then state the problem arising from the 
misuse of alcohol, whether it be in the 
area of health, in the area of economics 
or in a social area. 

What would be an early sign of al- 
coholism? I think the earliest indication 
would be a psychological one, an over- 
emphasis on the importance of alcohol. 
This might be seen in a preoccupation 
with alcohol, gulping or sneaking drinks, 
hoarding a supply, and so on. One can 


assume at this point that a narcotic bond- 


age is becoming established. 

What about the term “loss of control”, 
which is often used in many definitions 
of alcoholism as being pathognomic of 
alcoholism, but usually it means the in- 
ability or desire to stop, once drinking is 
initiated. Often the concept is misused to 
support the idea that the absorbed alco- 
hol has by its action on the body altered 


ULTRASONIC UNIT — 


To guide 
the person ; 


To assist you in guiding the non-professional, 
a new, two-color, twenty-four page, illustrated booklet, 
“Home Care of the Incontinent Patient,” is now available. 


Written in non-technical language by a registered nurse, it outlines 
correct nursing procedures and discusses the psychological problems 
of caring for an incontinent at home. 


Complimentary copies are available to you for 
distribution to your. patients. , 
Write: Professional Products Division, Chicopee Mills, Inc. 


These home nursing aids are available in drugstores everywhere. 


Chux® Disposable Underpads Chix® Adult Gauze Diapers Chix® Cleaners 
Controls fluid and fecal discharges while With extra absorbent center panel Soft, disposable, fabric 
keeping bed linen clean and dry. Medi- _ offering complete protection for both _ tissue. Used wet or dry 
cated to help prevent skin irritation. bedridden and ambulatory inconti- as an ointment applicator 
Available (13” x 17%” and 17%” x 24”) __ nents. Fits any waist size up to 44”. _— or rectal wipe. 
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SAFE 
EFFECTIVE 
TREATMENT OF PSORIASIS 


RIASOL 


Clinically tested, safe and effective RIASOL offers maxi- 
mum assurance against recurrence and adverse reactions. 
RIASOL contains 0.45% Mercury chemically combined with soaps, 
0.5% Phenol, and 0.75% Cresol. Available at pharmacies or direct 
in 4 and 8 fluid ounces. Write for professional sample and 


literature. 


Latoratories 


Dept. 106 


12850 MANSFIELD « DETROIT 27, MICHIGAN 


the person’s ability to restrain himself. It 
should be emphasized that there was a 
suspension of judgment (i.e. loss of con- 
trol) by the individual to ever take the 
first drink, since the alcoholic has had 
the opportunity to repeatedly see himself 
continue to drink. This shifting of the 
time of loss of control from before drink- 
ing to after drinking appears as a device 
to deny responsibility for the drinking. 
It is like an individual who says “I just 
can’t control gravity. Every time I step 
out the window I hit the pavement.” The 
point being, of course, to avoid windows 
and decisions to make that first step. 


DISEASE OR SYMPTOM 


Is alcoholism a disease? Most psychia- 
trists would prefer to call it a symptom 
of an underlying personality disorder, or 
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a treatable condition. The term disease 
does help to remove the stigma of alco- 
holism, but it might obscure the under- 
lying personality problems so that after 
cessation of drinking, treatment would 
not be seen as necessary. Giving a sick 
role to the alcoholic might interfere with 
his responsibility in seeking treatment and 
give him further leverage in which to 
extract support from those around him 


for the continuance of ‘his drinking. As :' 


you know, motivation for the treatment 
of the alcoholic is limited, partly because 
of the superpleasure received from the 
drug. 

Who can stop drinking? The answer 
to that is anybody can. Any patient who 
desires to stop drinking, can by taking 
Antabuse. It is not possible to continue 
drinking if Antabuse is taken. Dr. Pace 


pointed out this morning the toxicity of 
acetaldehyde. Acetaldehyde accumulates 
markedly if alcohol is taken after Anta- 
buse. A person will collapse if he con- 
tinues drinking while on Antabuse. It has 
been said that Antabuse is a drug that 
reduces decisions to one a day. 

When do alcoholics stop drinking? They 
stop when they are ready to stop. Usu- 
ally, they are not ready to give up their 
narcotic superpleasure until they have felt 
a great deal of duress. This concept that 
alcoholics quit when they really want to 
is hard to believe, but Alcoholics Anony- 
mous emphasizes it. Alcoholics Anony- 
mous says that the alcoholic will quit 
when he “hits bottom”, that is, “when 
he is sick and tired of being sick and 
tired”. James Free, a recovered alcoholic, 
in his book “Just One More” emphasizes 
the importance of wanting to quit again 
and again. 

How should drinking alcoholics be 
handled? I would agree fully that most 
alcoholics need medical and psychiatric 
care. However, big mistakes are made by 
therapists and laity alike. It should be 
remembered that the alcoholic is in a 
narcotic bondage. He is like a man in 
quicksand. His conflicts, struggles, self- 
condemning conscience only mire him 
deeper. He needs a fair but firm hand. 
Overly protective or punitive measures 
are equally damaging. Effective measures 
can include jail, probation, commitment, 
hospitalization, Alcoholics Anonymous, 
Antabuse, non-narcotic drugs, intensive 
psychotherapy and rehabilitative meas- 
ures. Above all it is necessary to instigate 
prompt forceful action if the alcoholic 
does follow through with treatment. It 
is important for those around the alco- 
holic to assume the résponsibility of see- 
ing that he cooperates with treatment. 

Is there anything specific about alco- 
hol to cause alcoholism? I seriously doubt 
it. Alcohol is a euphorant, but only one 
of many. Alcoholics can shift from alco- 
hol to barbiturates to paraldehyde, to 
opiates and so on. One frequently sees 
people who quit drinking. Sometimes 
what they have done is kicked the alco- 
hol habit and taken up narcotics. It is 
easier to go from superpleasure to super, 
superpleasure than to nopleasure. It is 
the euphorant effect of the narcotic; 
nothing specific to its chemical structure. 

What is the best way to cure an alco- 
holic? I have never seen a cured alco- 
holic, in the full sense of the word: that 
is, one who could drink alcohol sensibly 
and one who was free of gross emotional 
difficulties. This doés not imply that treat- 
ment is not helpful. Much can be accom- 
plished but the best that can be hoped 
for is complete abstinence. 


THE OUTLOOK TODAY 


In conclusion, I would like to turn a 
moment to the outlook for the problem 
of alcoholism. First of all, facilities for 
treatment are inadequate. If one is around 
hospitals, clinics or doctors’ offices, one 
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SUCCESSFUL FAMILY 
PLANNING...BASED ON 
YOUR COUNSEL AND 


LANESTA GEL 


Every young couple about to be married needs advice of all sorts, and they'll get it, too — from every- 
body — some good, some bad. But some of the most valuable counsel they can get — help in planning 
their own family — comes best from you. Their family happiness for many years can depend on what 
you suggest to them, including your recommendation for the use of Lanesta Gel. 


Lanesta Gel, with or without a diaphragm, is a most effective means of conception control. Lanesta Gel 
offers faster spermicidal action because it rapidly diffuses into the seminal clot. In fact, Gamble 
(“Spermicidal Times of Commercial Contraceptive Materials —1959”*) found the mean diffusion 
spermicidal time of Lanesta Gel to be three to seven times faster than the mean ape times of ten 
leading commercially available contraceptive creams, gels, or jellies. 


Lanesta Gel has complete esthetic acceptance and is well tolerated. Ps Pret Toss, Oe) 290 


A PRODUCT OF LANTEEN® RESEARCH —@iiige Distributed by 
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May be chewed, dissolved in mouth, or 
swallowed with water. Each white, mint- 
flavored tablet contains glycine 0.18 
Gm. and Ca carbonate 0.42 Gm. Bottles 
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Patent No. 2429596 
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finds that often the alcoholic is either not 
admitted or there are often attempts to 
get rid of him. Even the medical prob- 
lems such as dilirium tremens, which 
should be considered an emergency, are 
not generally admitted to the emergency 
wards of government supported hospitals. 
These conditions are usually left unat- 
tended or treated on an out-patient basis. 
Fortunately, there are tranquilizers, and 
so a great deal can be done for these 
individuals. 

The general negative attitude of medi- 
cine toward the alcoholic partly stems 
from the behavior of the alcoholic and 
his unwillingness to cooperate with treat- 
ment. Also, there is that old attitude of 
letting someone else do the job. This 
even extends to the office practice of 
psychiatry. One of our clinic members, 
some time ago, did a survey of attitudes 
of psychiatrists in the Los Angeles area 
toward alcoholism. He found that most 
psychiatrists felt alcoholics should be 
treated, but that 80 or 90 percent felt 
they should be treated by some agency 
or clinic. Only 40 percent said they took 
alcoholics in treatment, and then they 
took only a limited number. 

I think we need to know a great deal 
more about alcohol in many areas. One 
is the area of pleasure effect, and I do 
not think it particularly matters if we 
speak of it as a mystical experience or 
super-pleasure or infantile regression, or 
what, but there is something that certain 
drugs do to the brain that gives some 
kind of experience that people run after. 
I think the techniques where nodes or 
small electrodes are planted in the brain 
and then the subject is stimulated eventu- 
ally will give us some information about 
location and mechanisms related to 
pleasure. 

We need to know more about accom- 
plishing effective cures with alcoholics so 
that the current dictum “the alcoholic 
can never return to social drinking” can 
possibly be eliminated. It is a handicap, 
an affliction in which people may never 
find a full sense of freedom, having this 
cloud of sobriety hanging over their head 
24 hours a day. They just don’t know 
when it’s going to rain. 

Another area, of course, is the large cul- 
tural or sociological area. Alcoholism, at 
least from the standpoint of physicians, 
is presented as something where a doctor 
treats a patient. But alcoholism isn’t just 
that type of condition. It is something in 
which there are social factors. It is like 
bigotry. One cannot very well treat pa- 
tients for bigotry. You can, to some ex- 
tent, if you are a psychiatrist, but these 
are problems outside the usual concepts 
of the practice of medicine. 

I am impressed with the general un- 
willingness of people in the community- 
at-large to take advantage of existing 
knowledge in managing and treating al- 
coholics. Professional and lay people refer 
the problem of the alcoholic, so that usu- 
ally what develops is the “revolving door 
policy.” 
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Trends in survival 


at older ages* 


The spectacular reductions in mortality 
during recent decades among children 
and young adults have tended to obscure 
the substantial progress made at the 
older ages. An insight into the trend of 
mortality and longevity in later life was 
gained in such a study. The data, shown 
separately for white males and white 
females at every fifth age from 60 to 
80 years, begin with the period 1929-31, 
the earliest for which nationwide figures 
are available. ; 

*Reprinted from Statistical Bulletin, Metropoli- 
tan Life Insurance Company, September 1960. 


The mortality rate was appreciably 
lower in 1958 than in 1929-31 among 
older persons of each sex. Among white 
males, a reduction was recorded at each 
age from 60 to 80 years, the decrease 
averaging about 13 per cent. The largest 
relative decline in mortality among the 
males occurred during the decade of the 
1940’s, but substantial progress was also 
made both during the 1930’s and in the 
early 1950’s. More recently there have 
been small increases in mortality among 
white males, associated, in part at least, 
with the unusually high prevalence vf 
respiratory diseases. 

Particularly noteworthy are the abso- 
lute reductions in mortality during the 
period under review. For example, among 
white males at age 60 the death rate fell 
from 26.4 per 1,000 in 1929-31 to 22.6 
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The principle that makes 
a duck sink... produces 
soft, normal stools 


Water doesn’t roll off this duck’s back . . . because the water 
is Surfak-treated. Surfak decreases interfacial tension between 
water and oil... penetrates the natural oils in the feathers, 
permits water absorption, adding weight so that the duck sinks. 

Similarly, in functional constipation, Surfak quickly perme- 
ates the heterogeneous fecal mass. The superior surfactant 
action of calcium bis-(dioctyl sulfosuccinate) reduces the inter- 
facial tension between the aqueous and lipoid phases of the 
intestinal content to minimal values. The result is soft homo- 
geneous feces which are easily moved to evacuation, naturally. 


in functional constipation 


Adults: One 240 mg. Surfak capsule daily. 


Children (and adults with minimal needs): One to three 50 mg. = 
LLOYD BROTHERS, INC. 


CINCINNATI 3, OHIO 


240 mg. Surfak capsules in bottles of 15 and 100. 50 mg. Surfak cap- 
sules in bottles of 30 and 100. 
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Dypapoise Saves time and enérgy. Its complete versatility of smooth 


power positioning will enable you to examine and treat MORE patients oa ; 


ber omice hour. Your patients will be more comfortable, relaxed, and — 
responsive . . . and YOU will be less tired at the end of “hours.” 

This new powerized Examining and Treatment Table for office and 
Giimic, 18 a logical projection of the continuing research that produced, 
@nd is producing, the world’s most favored surgical operating tables. 

2 Dynapoise is clearly destined to become “‘standard”’ for modern medical 
Offices. May we suggest that you investigate its physician-oriented - 
advantages . . . now? Mail the compan eight-page Brochure PD-703. 


lL. @ Please send illustrated Brochure PD-703 detailing full 

be 1, Tange of Dynapoise power positioning and time-energy 
“saving 


stakably professional in appearance without equal in performance, 


features. 
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Quinidine 
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recurrence of fibrillation. 
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*U. S. Patent 
2,895,881 


e effectively maintained normal sinus rhythm in almost all 
© q. 12 h. dosage usually sufficed to maintain adequate serum 
* no night dosage needed —a single late evening dose avoided 


e from 8 to 12 hours after administration, “definitely higher’’ 
serum quinidine levels than with ordinary quinidine sulfate. 


QUINAGLUTE DURA-TAB S.M. — 2 quinidine of 


choice in atrial fibrillation, flutter, premature contractions, 
auricular tachycardia. Bottles of 30, 100 and 250. 


For sample supply and reprint write. . 


PHARMACAL 
CORPORATION 
Lancaster Ave. at 51st St., Phila. 31, Pa. 


1. Greif, E. and Scheuer, J.: J. Mount Sinai Hosp., Nov./Dec. 1960 


igk 


Page 821 


in 1958, a decrease of 3.8 per 1,000. 
Similarly, at age 75 the rate dropped 
from 85.3 to 73.3, or by 12.0 per 1,000. 
These reductions at ages 60 and 75 take 
on added significance when it is observed 
that they are equal to the total mortality 
currently experienced by white males at 
ages 41 and 52, respectively. 

Women have made considerably great- 
er gains than men, on both an absolute 
and a relative basis. Since 1929-31, the 
relative reductions in the death rate for 
white women have amounted to as much 
as 47 per cent at age 60, to about 40 per 
cent at age 65, and to more than 30 per 
cent up through age 80. Moreover, at 
most of the older ages the mortality 
rates reached their lowest levels in 1958. 
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As a result of the sex differences in 
trend, the excess of male over female 
mortality has risen rapidly. In 1929-31, 
the excess ranged from 28 per cent at age 
60 to 11 per cent at age 80. By 1958, it 
was as much as 107 per cent at age 60 
and 32 per cent at age 80. It is worth 
noting, moreover, that at ages 60 to 70 
the mortality rates for white males in 
1958 were higher than those for white 
females in 1929-31. 

These recent shifts in mortality have 
their counterpart in the longevity record. 
For example, white females at age 60 
had an expectation of life of 19.2 years in 
1958; this marks a gain of 3.1 years 
since 1929-31. At age 80, the remaining 
lifetime averaged 6.4 years in 1958, an 


increase of only 0.8 of a year. White 
males have not done as well. Their ex- 
pectation of life at age 60 in 1958, 
namely, 15.7 years, was only one year 
greater than in 1929-31. At age 80, the 
average remaining lifetime for white 
males increased to 5.8 years, a gain of 
just one half year. As in the case of 
mortality, the longevity record for white 
males in 1958 was very much like that 
for white females in 1929-31. When the 
recent longevity records for the two sexes 
are compared, it is seen that white fe- 
males have an advantage of 3.5 years 
at age 60, almost 2 years at age 70, and 
a little over one half year at age 80. 

A reflection of the improvement in 
mortality and longevity is seen in the in- 
creased chances of older people to sur- 
vive an additional 10 years. For those 
currently reaching age 65, the chances of 
living for at least another ten years are 
almost 3 in 5 for white males and 3 in 
4 for white females. Even at age 75, the 
chances of survival for 10 years are still 
appreciable—almost 1 in 3 for white 
males and more than 2 in 5 for white 
females. The more favorable experience 
for women adds to the problem of 
widowhood in later life. 

The improved record of longevity at 
the older ages reflects the remarkable 
advances in medicine and public health 
and their widespread application, the ex- 
pansion of hospital facilities and services, 
better nutrition, fuller knowledge of per- 
sonal hygiene, and the general rise in 
living standards. 


The frequency 


of suicide* 


Each year, more than 18,000 people in 
the United States die by their own hand. 
This is at least twice the toll taken by 
homicide and about 12 times the loss of 
life in all types of aircraft accidents. 
Suicide ranks eleventh among the causes 
of death; among white males, who ac- 
count for about three fourths of all self- 
inflicted deaths in the country, suicide 
ranks eighth. 

The suicide rate is appreciably higher 
in the United States than in Canada; in 
1958, the rates for the two countries 
were 10.7 and 7.5 per 100,000, respec- 
tively. In some measure, the higher rate 
reflects the greater proportion of older 
people in the United States, but com- 
parative figures by age show Canada to 
have the more favorable experience at 
every period of life. The relative -fre- 
quency of suicide in the United States is 
several times that in Ireland, Northern 
Ireland, Greece, or a number of Latin 
American countries. On the other hand, 
our suicide rate is no more than half that 
recorded in Austria, Hungary, West Ger- 
many, or Japan. 

Reprinted from Statistical Bulletin, Metropoli- 
tan Life Insurance Company, December 1960. 
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diuresis of HYDRODIURIL for rapid reduction of 
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abdominal congestion 


for MOOD-CHANGES 


weight gain, breast fullness, 


-»--CYCLEX supplies 


the effective relief of meprobamate for nervous- 
ness, irritability, tension, nausea, malaise, insomnia 


for GI DISTRESS ...CYCLEX affords quick- 
acting relief of nausea and bloating associated 


with premenstrual tension 
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detailed information on use accompanying package or available on request. 


CYCLEX and HYDRODIURIL are trademarks of Merck & Co., Inc. 


Division of Merck & Co., INc. 


MERCK SHARP & DOHME 


uing until the onset of menses. CYCLEX may be continued 


day, beginning on the first morning of symptoms and contin- 
through the menstrual period. 


SUPPLIED: Tablets, bottles of 100. Each tablet contains 25 mg. 
of HYDRODIURIL (hydrochlorothiazide) and 200 mg. of meprobamate. 
DOSAGE: Usual adult dosage is one tablet once or twice a 


Before prescribing or administering CYCLEX 
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When it’s penicillin-susceptible 
and the patient is not allergic 
Use an orally maximal penicillin 


MAXIP 


potassium phenethicillin 


Consistent dependable therapeutic response through maximal 
absorption, maximal serum concentration and longer duration 
of inhibitory antibiotic levels for less susceptible organisms. 


Available as Maxipen Tablets, 125 mg. and 250 mg.; Maxipen 
for Oral Solution, 125 mg. per 5 cc. of reconstituted liquid. 


Literature on request 


When you hesitate to use penicillin 
(eg. possible bacterial resistance or allergic patient) 


You can count on 


triacetyloleandomycin 


Extends the Gram-positive spectrum of usefulness to include 
many staphylococci resistant to one or more of the commonly 
used antibiotics...narrows the spectrum of side effects by 
avoiding many allergic reactions and changes in intestinal 
bacterial balance. 


_ Available as Tao Capsules, 250 and 125 mg.; Tao Oral Suspen- 
sion, 125 mg. per 5 cc; Tao Pediatric Drops, 100 mg. per cc. of 
reconstituted liquid; Intramuscular or Intravenous as oleando- 

- mycin phosphate. Other Tao formulations also available: 

. Tao®-AC (Tao, analgesic, antihistaminic compound) Tablets; 

Taomid® (Tao with Triple Sulfas) Tablets, Oral Suspension. 


Literature on request 


and for nutritional support VITERRA® vitamins and minerals 
Formulated from Pfizer’s line of fine pharmaceutical products 


New York 17, N. Y, Division, Chas. Pfizer & Co., Inc. 
Science for the World’s Well-Being™ — 
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to soothe, protect, 
lubricate, and stimulate healing in 


rash e chafing ¢ irritations 
lacerations ulcerations burns 


DESITIN OINTMENT... 
the pioneer external cod liver oil therapy for 
care of the skin in every member of the family 


Request samples from... 


DESITIN CHEMICAL COMPANY 
812 Branch Avenue, Providence 4, R. 1. 


Suicides in the United States are more 
frequent in the spring than in any other 
season of the year. In 1956-58, April was 
the peak month, with a daily toll 13 per 
cent greater than the daily average for 
the 3-year period as a whole. In May, 
the excess was 6 per cent, while in June 
it was only about 1 per cent. Suicides 
were least frequent in December, when 
the daily number was 8 per cent below 
the daily average for the entire period. 

The study shows the relative fre- 
quency with which the leading means of 
suicide are employed by white males 
and females at various age periods. 
Somewhat over half of all the white 
males who killed themselves in 1958 
used firearms; the proportion varied only 
slightly with age. Poisoning and hanging 
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each accounted for nearly one fifth of 
the suicides among males, but the age 
distribution of the victims using these 
means are in sharp contrast. The propor- 
tion of men commiting suicide by poison- 
ing increased from 13 per cent under age 
20, to 24 per cent at ages 20-44, then 
decreased progressively to 10 per cent at 
ages 65 and over. On the other hand, 
the proportion of males hanging them- 
selves decreased from 34 per cent under 
age 20 to 14 per cent at ages 20-44, but 
then rose to 24 per cent at ages 65 and 
over. 

Among white females, poisoning was 
the most frequently used means of sui- 
cide, accounting for slightly more than 
one third of the female total. Firearms 
ranked second, being employed by one 


fourth of the females who committed 
suicide. This means of injury decreased 
rapidly in relative importance with ad- 
vance in age, from nearly half of the 
total among females under age 20 to 
less than one sixth at ages 65 and over, 
Hanging, however, increased in relative 
frequency with advance in age. 


Expansion 
of cooperative 
relationships 
between hospitals 
and nursing homes* 


Robert Morris, D.S.W.+ 


Five types of cooperation tried success- 
fully in various settings suggest paths by 
which hospital and nursing home rela- 
tionships can be strengthened in the 
interest of better patient care and better 
community health planning. 


Despite a limited basis for optimism, 
the prediction that cooperative relations 
between hospitals and nursing homes will 
expand is justified, for nursing homes 
have become a major component of 
comprehensive medical care. They now 
provide more than 450,000 beds, almost 
as many as general hospitals. The serv- 
ices they can offer represent one way of 
meeting needs brought to light by such 
modern conditions as the growing im- 
portance of chronic and long-term illness, 
emphasis on active treatment of all ill- 
ness, the increasing demand for forms of 
nursing and physical care that cannot be 
provided in private homes, and the rising 
cost of hospital and medical care. 

Most of the development in nursing 
home care has taken place outside the 
mainstream of medical care and health 
organization, and it has not been much 
influenced by the health professions, ex- 
cept in regard to safety, sanitation, and 
minimum nursing standards. Neverthe- 
less, it is recognized that hospitals and 
nursing homes can serve each other's 
purposes. We need to go further and ask 
how these institutions, which are so dif- 
ferent, can be brought together as part- 
ners in the same health-serving team. 
This partnership is essential if the words 
“continuity in medical care” or “compre- 
Reprinted from Public Health Reports, Decem- 
ber 1960. 
+Dr. Morris is associate professor of community 
organization, Florence Heller School for Ad- 
vanced Studies in Social Welfare, Brandeis 
University, Waltham, Mass. He presented this 


paper at the New England Hospital Assembly 
held in Boston, March 1960. 
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Infection 


knows no season. 


Depend on 
WYETH antibiotics 


the year around... 


A 
. 


pleasant-tasting 


pediatric penicillin 
returned him to health and play... 


ORAL SUSPENSION 


BICILLIN 


Benzathine Penicillin G, Wyeth 
reliable absorption and effect 


infrequent dosage requirement 


Cherry flavor—300,000 units per 5 cc. teaspoonful, bottles of 2 fl. oz. 
Custard flavor—150,000 units per 5 cc. teaspoonful, bottles of 2 fl. oz. 


For information on limitations, administration, 
and prescribing of BIcILLIN, see descriptive 
literature or current Direction Circular. 


Wyeth Laboratories Philadelphia 1, Pa. 
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well tolerated... 


and it cleared her pustular acne... 


CYCLAMYCIN 


Triacetyloleandomycin, Wyeth 


Reliable oral antibiotic for the treatment of infections caused by most 
gram-positive organisms, including many staphylococci resistant to other 
antibiotics. The bacterial spectrum of CycLamycin reduces risk of diarrhea 
and gastrointestinal superinfections. 


Whether in capsules or in pleasant-tasting suspension, CYCLAMYCIN is not 
inactivated by gastric acid, and is well tolerated even by some patients 
reacting adversely to other antibiotics. 


SUPPLIED: Oral Suspension, 125 mg. per 5 cc. teaspoonful, bottles of 
2 fl. oz. Capsules, 125 mg. and 250 mg., vials of 36. 


Although infrequent, adverse reactions to many modern drugs may occur. 
For further information on limitations, administration and prescribing of 
CycLaMycIn, see descriptive literature or current Direction Circular. 


Wyeth Laboratories Philadelphia 1, Pa. 
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high-performance 
oral antibiotic 
quickly returned him to his job... 


DARCIL 


Phenethicillin Potassium, Wyeth 


for an added measure of assurance....)...7 


CO 
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Reliable Absorption Promises 
Consistent Effectiveness 
_ Numerous investigators have shown that the absorption of oral anti- 
- biotics varies not only from subject to subject, but also in the same 
: subject at different times, To provide a high degree of therapeutic assur- 
ance, therefore, requires an antibiotic that is on the average well absorbed, 
High absorption, of course, implies high serum concentrations which, 
_ in turn, means an increased likelihood that tissues will be supplied with 
adequate antibiotic. 
The absorption of phenethicillin potassium (Darcu) has been investi- 
gated both by studies of serum concentrations and urinary excretion rates. 
Maximum Absorption Indicated by Prompt, High Peak Serum 
e Levels. Blood level studies demonstrate the reliable absorption of 
e phenethicillin potassium. In studies employing single oral doses of 250 


mg. of phenethicillin potassium, Morigi and associates! determined that 
peak serum levels of the antibiotic were attained within an hour after 
ingestion; assayable levels were maintained for 4 to 6 hours. Knudsen 
and Rolinson,? among others, have also demonstrated that ppenethicilin 
potassium produces unusually high blood levels. 


Serum Levels Directly Reflect Dose Levels. Cronk and associates? 

& performed an interesting experiment that emphasizes the absorption of 

: phenethicillin potassium. Phenethicillin potassium was given to healthy 
adults in progressively increasing doses. The resultant serum fevels were — 
directly proportional to the gi given. 


Average Serum Concentration ; 


Hr. after Administration 
Dose (Mg.) Mcg./MI. Units/ MI. 
134 2.72 4,35 
268 4,28 6.85 
804 12.3 19.7 
vgeeeTeliable absorption 1072 306 
2144 39.6 63.4 
consis tently hig h peak Therefore, when treating a patient with a severe infection, the physician 
i may, by adequately increasing the dose, produce serum concentrations 
serum levels that should be sufficiently great to affect less susceptible pathogens. 


_ Excellent Absorption Indicated by Urinary Excretion Studies. 
“4 ng Knudsen and Rolinson,? in a study of 9 fasting subjects, reported that a 

lethal action ag ainst the mean of 60% of the dose of phenethicillin potassium was excreted in the 
urine within 6 hours after ingestion of the drug. Cronk and associates* 


commonly encountered found a lower, although still high, rate: 24 to 35% of a given dose of 
° : ee phenethicillin potassium was excreted in the first 6 hours; almost three- — 
pneumococci, str eptococct, quarters of this percentage was excreted in the first 2 hours alone. Morigi 
° and associates! collected urines of 10 healthy subjects at 6-hour intervals. 
and § Onococct F following a dose given one hour before meals. As can be seen, the 


excretory rate of phenethicillin potassium reflects prompt am 
and utilization. 


lethal action also against | 7 
° Average Urine Concentrations Following a Single 
clinical isolates of certain SS Oral Dose of 250 mg. Phenethicillin Potassium 


‘ 0-6 Hrs. 6-12 Hrs. 12-24 Hrs. 
Staph. aureus resistant pheneticilin 3599, 0.4% 0% 
to other antibiotics 


References: 1. Morigi, E.M.E., Wheatley, W.B., and Albright, H.: 
Antibiotics Ann., 1959-60, pp. 127-132. 2. Knudsen, E.T., and 
Rolinson, G.N.: Lancet 2:1105 (Dec. 19) 1959. 3. Cronk, G.A., 
Naumann, D.E., Albright, H., and Wheatley, W.B.: Antibiotics Ann., 
1959-1960, pp. 133-145. 


SUPPLIED: Darci Tablets (peach colored, scored) —250 mg. (400,000 

units), 125 mg. (200,000 units) phenethicillin potassium, bottles of 36 

and 100. Darcn for Oral Solution—125 mg. (200,000 units) pheneth- 
icillin potassium per 5 cc. teaspoonful, bottle of powder to be recon- 
stituted to 60 cc. 
Although infrequent, adverse reactions to many modern drugs may occur. — 
For further information on limitations, administration and prescribing 
of Darci, see descriptive literature or current Direction Circular. 


4 Wyeth Laboratories Philadelphia 1, Pa. 
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RELIEVES THE SYMPTOMS OF RHEUMATOID ARTHRITIS 
the pain, rigidity, swelling, morning stiffness, and 

limitation of motion 

With DECADRON, pain, rigidity, and swelling usually fade 
rapidly, within 24 hours.! Morning stiffness often disappears 
completely.? Increased joint mobility and eventual clinical 
control frequently follow improvement of articular symptoms, 
even in patients poorly controlled by other corticosteroids.?* 


ATTACKS THE INFLAMMATORY PROCESS OF RHEUMATOID ARTHRITIS 
the rapid sedimentation rate, the secondary anemia, the fever, 
elevated plasma fibrinogen and globulin, and 

decreased plasma albumin 

Treatment with DECADRON, by reducing or eliminating 
inflammation, may also be expected to help eliminate fever, reduce 
the sedimentation rate, correct abnormal plasma-protein 
patterns, raise hemoglobin values and red blood cell counts.®.7-10 


IMPROVES THE GENERAL STATE AND SENSE OF HEALTH 
The patient is sometimes markedly undernourished and emaciated 


(Cecil, R. L., and Loeb, R. F.: A Textbook of Medicine, ed. 10, Philadelphi 
W. B. Saunders Company, 1959, p. 1866.) 


thin and asthenic, and very often profoundly depressed. 


(Ragan, C., in Comroe’s Arthritis and Allied Conditions, ed. 5, Philadelphia, 
Lea & Febiger, 1958, p. 151.) 


The “tonic effect’’!! of dexamethasone often promotes a sense of 
well-being, leading to improvement in the general state of 
health, relief of asthenia and depression, restoration of normal 
nutrition and enjoyment of food.!3-11-14 


rheumatoid arthritis 


REFERENCES: 

1. Spies, T. D., et al.: South. M. J. 51:1066, 1958. 2, Bunim, J. J., et al.: Arthritis & 
Rheumatism 1:313, 1958. 3. Galli, T., and Mannetti, C.: Minerva med. 50:949, 1959. And Abstr. 
in J.A.M.A. 170:2254, 1959. 4. Case Reports on File, Merck Sharp & Dohme. 5. Boland, E. W.: 
Ann. Rheumat. Dis. 17:376, 1958. 6. Boland, E, W.: California Med. 88:417, 1958, 

7. Cislaghi, F., and Quarti, M.: Minerva med. 50:959, 1959. 8, Foreign Letters: J.A.M.A. 
171:286, 1959. 9. Agostini, A.: Minerva med. 50:926, 1959. 10, Clinical Data, Merck Sharp 

& Dohme. .11. Rudolph, J. A., and Rudolph, B. M.: Ann. Allergy 17:710, 1959. 

12. Cerutti, P.: Minerva med. 50:917, 1959. 18. Cagli, V., et al.: Minerva med. 50:941, 1959. 

14, Chervinsky, P.: Ann, Allergy 17:714, 1959. 

Initial dosage depends on the type and severity of the condition. Generally between 1.5 mg. and 
3 mg. per day is adequate; this should be reduced to maintenance level when control has been 
established. DecapRON is supplied as 0.75 mg. and 0.5 mg. scored, pentagon-shaped tablets 

and as Injection Decapron Phosphate in 5-cc. vials, each cc. containing 4 mg. of dexamethasone 
21-phosphate as the disodium salt. Additional information available to physicians on request. 


De is a trad k of Merck & Co., Inc. 


DEXAMETHASONE 


TREATS MORE PATIENTS MORE EFFECTIVELY 


&D MERCK SHARP & DOHME © Division of Merck & Co., Inc., West Point, Pa. 
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CHAMPIONS 


br obesity control 


one dose daily curbs appetite 3 
brightens mood, eases tension | 


Help lift excess weight from obese patients _ 

with one daily dose of either Dexalone. 

Dura-Tabs or Dexatal Dura-Tabs. These 

classic, well tolerated forms of modern sustained 
medications* curb appetite, lift the mood and 
heip keep patients faithful to your diet all day long. 
in addition, Dexatal Dura-Tabs gently allay 


nervousness and insomnia. 


Phenobarbital 
Dextro-Amphetamine (warning —may be 
sulfate : ; Specify Dexalone Dura-Tabs 10 or 
DEXALONE 10 required. Economical bottles of 30, 
10 mg. _ 
DURA-TABS ms 100 and 250 tablets. 
DEXALONE 15 15 Samples and literature? Write 
mg. 
Wynn 
CORPORATION 
DEXATAL 15 Lancaster Ave. at 51stSt., Philadelphia 31, Pa. 
15 mg. % gr. pe 
DURA-TABS mg U.S. Pat. No. 2895881 


hensive medical care” are to mean any- 
thing to patients, especially those with 
extended illnesses. 

The difficulties of partnership are ap- 
parent if we consider the basic charac- 
teristics of these two organizations. The 
hospital is usually a nonprofit corpora- 
tion, with a large number of beds, a 
rapid turnover of patients, a large pro- 
fessional staff of doctors, nurses, thera- 
pists and sometimes social workers, an 
administrative staff, a board of trustees, 
and wide support from the community 
through philanthropic gifts and govern- 
ment payments. The nursing home is 
usually a small institution administered 
by an individual for profit. with a non- 
professional staff supervised at best by a 
registered nurse and. with occasional 
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medical supervision. It cares for patients 
who stay for months and whose condi- 
tions change slowly, and it is dependent 
on current payments to keep going. 
These real differences have been ac- 
eentuated by unfortunate attitudes of 
doubt and suspicion. Hospitals have often 
complained about conditions of care in 
nursing homes: that simple physical and 
nursing care is poor, that patients are 
admitted who might be better cared for 
elsewhere, that they are kept bedridden 
unnecessarily. Nursing homes in tum 
have complained that hospitals are of- 
ficious and authoritarian, that they refuse 
to share information about patients to be 
transferred or to plan in advance for their 
posthospital care, that they refuse to help 
the homes do those realistic things which 


can raise the level of care and still be 
within the reach of institutions with lim. 
ited staffs or within patients’ ability to 
pay. 

Can two such different organizations 
really work together successfully? Expe- 
rience in several communities suggests 
that they can, given a minimum of will- 
ingness to cooperate and to put aside 
suspicions of the past. 

A willingness to work closely together 
implies sharing of purposes, agreement 
about common goals. In many respects 
these two institutions may have some- 
what different goals. One is directed by 
the most advanced medical arts and sci- 
ences; the other, by the less complex aim 
of providing physical care. One is mo- 
tivated by a desire to make sufficient re- 
turn on investment; the other is con- 
cerned with keeping the deficit as low as 
possible. Despite these differences, both 
institutions care for sick people, and both 
can be interested in seeing that each 
patient receives the kind of care he re- 
quires, as measured by the best medical 
knowledge. Hospitals, as the community 
center for medical care, are, or should 
be, concerned with what happens to 
patients before and after their stay in the 
hospital; nursing homes are, or should 
be, concerned with the standards of good 
care. 

Five general types of cooperation have 
been tried—tried successfully—but it 
must be confessed that they cannot yet 
be called typical, for there are still too 
few examples. The examples involve pro- 
prietary homes, nonprofit homes, hospi- 
tals, and public health or welfare de- 
partments, but the experiences of each 
may be useful for understanding the 
subject we are discussing. The five types 
of cooperation are: informal arrangements 
for transferring patients, training ex- 
changes, joint planning for patient care, 
joint appointment of specialized staff, 
and administrative integration. 


INFORMAL ARRANGEMENTS 


An informal arrangement for transferring 
patients from hospitals to nursing homes 
is the most common form of cooperation. 
The need to plan discharge of many 
hard-to-place patients is often so pressing 
that a member of the hospital staff, 
usually the social worker, must be on 
friendly talking terms with nursing home 
operators in order to locate the right 
home for a specific patient at the re- 
quired time. Some hospital staff mem- 
bers, almost accidentally, know a number 
of homes well. They can advise families 
and physicians which ones are best able 
to give the kind of service required; and 
can locate vacant beds in an emergency. 

This approach has been carried further 
in a few communities. For example, the 
St. Francis Hospital in Peoria, IIl., some- 
times invites the nurse director of the 
Washington Nursing Home in Washing- 
ton, Ill., to predischarge conferences so 
that the home can share in the discharge 
planning and can make adequate prep- 
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IMPROVE 
HEPATO- 
BILIARY 
FUNCTION 
AT THE 
CELLULAR 
LEVEL WITH 


CHOLAN- 
HMB* 
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Cholan-HMB contains chemically pure oxidized bile acid to stimulate 
the production of a large volume of thin bile, flush the biliary tree, 
improve digestion of fats, and relieve the symptoms of dyspepsia, 
constipation and indigestion caused by intrahepatic biliary stasis. 
To counteract spasm of the biliary sphincters and relax the 
gallbladder, Cholan-HMB contains spasmolytic homatropine methyl- 
bromide. The mild sedative component helps to calm the tense, 
emotional patient with hepatobiliary dysfunction. Cholan-HMB pro- 
vides physiologic and symptomatic relief of biliary stasis in primary 
biliary dyskinesia, pre- and postcholecystectomy syndrome, cholan- 
gitis, and digestive disturbances of pregnancy. 
Cholan-HMB® — dehydrocholic acid, Maltbie, 250 mg.; 2.5 mg. homatropine 
methylbromide, and 8 mg. phenobarbital. 1 or 2 tablets t.i.d. after meals. 
Cholan-V® — dehydrocholic acid, Maltbie, 250 mg., and 5 mg. homatropine 
methylbromide. 1 or 2 tablets t.i.d. after meals. 
Cholan-DH® — dehydrocholic acid, Maltbie, 250 mg. 1 or 2 tablets t.i.d. 
after meals. 


Supplied: Bottles of 100, 500, and 1,000 tablets. 
Contraindication: severe hepatitis; complete obstruc- & alive 
tion of the hepatic or common bile ducts; glaucoma aon aon 


Maltbie Laboratories Division, Wallace & Tiernan Inc., Belleville 9, New Jersey 
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HOW MER/29 DIFFERS FROM OTHER CHOLESTEROL-LOWERING MEASURES 


specific, demonstratéd inhibition 
of cholesterol biosynthesis... 


acetate 


v 


acetoacetate 


v 


mevalonic acid 


v 


5-carbon unit (5 steps) 


v 
v 


lanosterol (3 steps) 


v 


Ss 
zymosterol 


desmosterol 


cholesterol 


® 
® 


site of MER/29 action 


1 The primary, the on/y known action of MER/ 29 is to lower the total body pool of 
* sterols (serum and tissue); no effect on any other system or organ reported to date. 


2 “Using each patient as his own control, the peak total sterol radioactivity after 
* injection of mevalonic acid-2-C'* was compared on and off MER/29. As much 

as a 50 per cent inhibition on MER/29 was observed in some patients.” 

— Steinberg, D.; Avigan, J., and Feigelson, E. B.: Circulation 22:663 (Oct.) 1960. 


3 “Studies of lipid metabolism have stressed the importance of cholesterol bio- 

* synthesis, as opposed to cholesterol intake, in determining cholesterol balance.” 
—National Heart Institute: Diet, Hormones, and Atherosclerosis..., Bethesda, Md., U.S. National 
Institutes of Health, 1958. 


.leading to specific, demonstrated 
advantages in cholesterol-lowering 
the rapy particularly in patients with coronary artery 


disease, generalized atherosclerosis, and other 
conditions thought to be associated 
with abnormal cholesterol metabolism 


MER/29 REDUCES CHOLESTEROL IN AS MANY AS 8 OUT OF 10 
PATIENTS: MER/29 reduces beth serum and tissue cholesterol without strict 
adherence to diet. Although some physicians prefer to use MER/29 in conjunction 
with controlled diets, cholesterol can be reduced successfully without such limitation. 


CONCURRENT BENEFITS REPORTED IN SOME PATIENTS: In patients 
with coronary artery disease, some of the concurrent benefits reported include decreased 
incidence and severity of anginal attacks, improved ECG patterns, diminished nitro- 
glycerin dependence, and increased sense of well-being. 


MER/29 HAS PRODUCED FEW SIDE EFFECTS, NO TOXICITY: Patients 
have been treated with MER/29 for continuous periods up to 19 months. In no case 
has there been evidence of serious toxic effects on the function of any vital organ 
or system. Side effects (nausea, headache, dermatitis) are rare and have usually been 
associated with dosages greater than those recommended for effective therapy. 


MER/ 29 is compatible with other cardiovascular therapies. It can be used along with 
measures which control anxiety, hypertension, obesity and other conditions associated 
with cardiovascular disorders. These include nitroglycerin, PETN, and anticoagulants. 
CAUTION: Since long-term MER/29 therapy may be necessary, periodic éxaminations, including 
liver function tests, are desirable. Also, since MER/29 inhibits cholesterol biosynthesis, and cho- 


lesterol plays an important role in the development of the fetus, the drug is contraindicated 4 in 
pregnancy. 


DOSAGE: One 250 mg. capsule daily, before breakfast. 


SUPPLIED: Bottles of 30 pearl gray capsules. 
Complete bibliography and product information available on request: 


MER/ 


find The Wm. S. Merrell Company 


Division of Richardson-Merrell Inc. 
Cincinnati, Ohio» Weston, Ontario Trademark: MER/29® 


(triparanol) 
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‘crash diets’’ 
do not solve the basic patient problem: 
habitual overeating 


In the treatment of chronic obesity, “fad diets” are not the 

answer. Your patients may suffer adverse somatic as well as psychic 
effects from alternating weight loss and gain. 

At the conclusion of a “crash-diet” program, the patient often 
falls back into familiar habits of overeating. The problem, 
therefore, remains the same. 


The process of eliminating pounds in the chronically obese 
should be gradual. To accomplish this, obviously, new patterns 
of eating must be established. 


BAMADEX tablets help the patient be satisfied on a diet which will 
cause him to lose weight. BAMADEX tablets combine two specific agents 
to overcome the habitual overeating in the chronically obese... 

the outstanding appetite suppressant, d-amphetamine, balanced with 
the tranquilizer, meprobamate. BAMADEX tablets help the recalcitrant 
patient keep within his prescribed caloric limits. It does this by 
curbing between-meal hunger, fatigue, nervousness, insomnia, and 
dizziness, which may lead to failure in diet reduction. 


them 
to help themselves 
to less! 


meprobamate with d-amphetamine sulfate Lederle TABLETS 


BAMADEX Tablets: Each coated tablet (pink) contains: d-amphetamine 
sulfate, 5 mg.; meprobamate, 400 mg. dosage: 1 tablet one-half to one hour 
before each meal. Higher dosage may be required in certain cases. 

precautions: Use with caution in patients hypersensitive to sympathomimetic 
compounds, who have coronary or cardiovascular disease, or who 

are severely hypertensive. supplied: Bottles of 100 and 1,000. 


Request complete information on indications, dosage, precautions and contraindications 
CLederle) from your Lederle representative or write to Medical Advisory Department. 


LEDERLE LABORATORIES - A Division of AMERICAN CYANAMID COMPANY = Pearl River, New York 
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In relief of pain associated with dysmenorrhea, premenstrual ten- 
sion headache and postpartum pain, “an effective, convenient 
agent ... not limited by the precautions necessary 
when administering narcotics.” 


Poor 10* 13.33% Boor 
Severe Dysmenorrhea' Premenstrual Tension Postpartum Pain‘ 
75 patients placed Headache!’ 100 patients placed on 100 patients placed on 
on Analexin 50 patients placed a combination of Analexin, codeine sulfate, 32.5 mg., 
200 mg. tablets. on Analexin 200 mg., and aspirin, 325 mg. and aspirin, 650 mg. 
5d trated pelvic pathol 200 mg. tablets. 


Analexin® for relief of pain. Each tablet contains phenyramidol HCI, 200 mg. 


DOSAGE: Generally, 1 or 2 tablets every 4 hours. For Dysmenorrhea—2 tablets at onset 
of pain, then 1 tablet every 2 to 4 hours. ' 


Analexin-AF® for relief of postpartum pain or pain conditions complicated by inflamma- 
tion and/or fever. 


Each tablet contains phenyramidol HCI, 100 mg.; and aluminum aspirin, 300 mg. 
DOSAGE: 2 tablets every 4 hours or as required. 


IRWIN, NEISLER & CO. DECATUR, ILLINOIS 
1. Wainer, A. S.: Clin. Med. 7:2331, 1960, 
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arations for the patients. The arrange- 
ment has worked so well that similar 
conferences are often held when nursing 
home patients have to be readmitted to 
the hospital for recurring active treat- 
ment periods. 

The conferences have proved to be a 
wonderfully simple way to bring nursing 
home staff into the medical care team 
and to give them the feeling that they 
are an accepted part of medical care. The 
staffs of the two institutions can learn 
something about each other’s way of 
working and thinking; a certain amount 
of teaching can take place, and a coop- 
erative spirit begins to develop. 

Such conferences, of course, are not 
necessary for every patient. They are 
especially useful when physicians pre- 
scribe treatment which is to continue 
after the hospital stay and which requires 
controlled care in a nursing home or pe- 
riodic return to the hospital. 


TRAINING EXCHANGES 


In some communities selected nursing 
homes are used by professional nursing 
schools or by schools for practical nurses 
to help train students. The homes are 
not affiliated formally with the schools, 
but are used as field resources. In some 
programs the students merely observe 
nursing home care; in others, they ac- 
tually work in a home for a few weeks 
and carry out nursing or nurse aide duties 
under supervision. Examples of nursing 
homes in which training programs oper- 
ate include the Mahoney Nursing Home, 
Peoria, Ill., McKinney Nursing Home, 
Yonkers, N. Y., Manor Rest, Montrose, 
N. Y., and the Capitol District Home for 
Jewish Aged, Troy, N. Y. 

These opportunities for observation or 
work in a nursing home enrich the stu- 
dent’s experience and give her some 
knowledge of care in long-term institu- 
tions, where the tempo and objectives 
are so different from those of a general 
hospital. At the same time, they stimulate 
the nursing homes, which are necessarily 
on display, to do a better job. Careful 
advance planning between the nursing 
home director (usually a_ registered 
nurse) and the nurses’ training super- 
visor is required so that new professional 
skill can be brought into the home. The 
result is that key staff get to know and 
trust each other, as well as to learn from 
each other. 

Much in the experience of the nursing 
homes can be put to good use by hos- 
pital nursing staffs and the nursing pro- 
fession, especially in regard to care of 
long-term patients. To cite one example, 
a recent series of field studies conducted 
in nonprofit nursing home programs for 
the aged revealed the fact that bedsores 
were no problem even for patients who 
had been bedridden for long periods. 
Yet when some of these same patients 
were transferred to a hospital for treat- 
ment of 10 days or 2 weeks, they re- 
turned with new bedsores. The explana- 
tion probably is found not in “bad” 
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nursing as measured by general hospital 
nursing standards, but in the difference 
in nursing technique for short-term and 
long-term patients, a difference about 
which nurses in general hospitals may 
have something to learn. 

Another kind of teaching exchange ar- 
rangement has been tried in several 
communities between public health or 
public welfare departments and nursing 
homes. In one form the public agency 
employs nursing educators, occupational 
and physical therapists, and social workers 
to help interested nursing homes train 
their own staff in modern concepts of re- 
habilitation and patient care. Examples 
are found in the State program of the 
Illinois Public Aid Commission and the 
local program of the Erie County Health 
Department, Buffalo, N. Y. The special- 
ists, available at the request of the nurs- 


ing home, are prepared to instruct either 
the nursing supervisors, nurse aides, or 
attendant staffs in new techniques, Even 
though home staffs change rapidly, it is 
hoped that a core of workers will be 
trained over a period of years. 

The advantages of this arranagement 
can be very great. Nursing homes are 
usually too small to provide the kind 
of continuous on-the-job training which 
medical and nursing care seem to require. 
A public agency, or for that matter a 
hospital, can use some of its training 
staff to raise the standards of nursing 
home care. This educational approach 
can be especially important in helping 
nursing homes apply new knowledge 
about rehabilitation through which dis- 
abled persons are helped to maintain the 
level of self-care they have reached after 
active treatment under medical control. 


A-145 


7 
| 
s 
= 
Be 
; 
a 


are opiates 
now outmoded 
pediatric 
diarrhea? 


References: 1. Hock, C. W.: M. Times 88:320, 1960. 2. McHardy, G.; Browne, D.; McHardy, R.; Bodet, C., and Ward, S.: Am 
J. Gastroenterol. 24:601, 1955. 3. Robin, B. A.: Maryland State M.J., in press. 4. Farchione, L. A.: Arch. Pediat., Jan. 1961 


WHITE LABORATORIES, INC., Kenilworth, New Jersey 
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new Ente 
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(thihexinol methylbromide) Wi If) 
the first pharmacologically-specific, non-narcotic antiperistaltic agent “apparently acts almost exclu- 
sively to inhibit gastrointestinal motor function”' and does not interfere with gastric secretion, digestive 
processes, Or produce other undesirable atropine-like effects when given in recommended dosage.” 
controls diarrhea as rapidly and effectively as opiates. With Entoquel Syrup, symptoms were controlled within 24 
hours in 88% of one group of 88 children and in 89% of a second group of 94—-with relief achieved in most 
cases within 12 hours. “None of the 182 patients required hospital admission because of dehydration and electrolyte 
imbalance.”* The antidiarrheal response was 


majority of 153 infants and children, 
including 31 of 41 inwhom prior 
use of kaolin-pectin sus- 
pension had proved 


without the undesirable properties of opiates. ENTOQUEL is completely unrelated chemically to the opium alka- 
loids — it has no addictive or central depressant properties and does not produce undesirable atropine-like effects 
when administered in the usual therapeutic dosages.? In 153 patients, a mild flushing of the skin was the 
only side effect noted. This occurred in 4% of the total cases and could be eliminated by decreasing dosage.‘ 


And when the diarrhea is bacterial in origin 


syrup 


Dosage: Entoquel Syrup — Infants and Children up to 6 years, ¥2 to 1 teaspoonful q.i.d. Children 6 to 12 years, 1 to 2 teaspoonfuls q.i.d. 
Entoquel with Neomycin Syrup — Infants and Children up to 6 years, ¥2 to 1 teaspoonful q.i.d. Children over 6 years, 1 to 2 teaspoonfuls 
q.i.d. Supplied: Entoquel Syrup — Each 5 cc. contain 5 mg. thihexinol methylbromide, bottles of 6 oz. Entoquel with Neomycin Syrup — Each 
5 cc. contain 5 mg. thihexinol methylbromide and 50 mg. neomycin (from the sulfate), bottles of 6 oz. : 


considered excellent or good in the large 


ineffectual.’ 
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rotoxamine 


what TWIS TON does for your allergy patient 


takes him out this 


Class: 


puts him into this 


& & 
TWISTON is “‘tailor-made”’ to 
alert. Twiston is unsurpassed for s 


Twiston is effective in unusua ow dosage: has a ooo GRtines 
prolonged duration of action i 


No toxicity reactions reported. Tablets 


Tabiets 


McNEIL TwisTon R-A. 
McNeil Laboratories, Inc., Philadelphia 32, Pa. (Repeat Action Tablets), emg. 


| ur allergy patient © TWISTON 
ymptom control. 
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| Triamcinolone LEDERLE 


} OUTSTANDING FOR “SPECIAL-PURPOSE” THERAPY 
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Aristocort 


unsurpassed efficacy and relative safety in the therapy of rheumatoid arthritis, 
inflammatory and allergic dermatoses, bronchial asthma, and all other condi- 
tions in which corticosteroids are indicated. But ARISTOCORT has also opened up 
new areas of therapy for selected patients who otherwise could not be given corti- 
costeroids. Medicine is now in an era of “‘special-purpose”’ steroids.' 


One outstanding advantage of triam- 
cinolone is that it rarely produces 
edema and sodium retention.!:? 


The clinical importance of this prop- 
erty cannot be overemphasized in 
treating certain types of patients. 
McGavack and associates® have 
reported the beneficial results with 
ARISTOCORT in patients with existing 
or impending cardiac failure, and those 
with obesity associated with lymph- 
edema. Triamcinolone, in contrast to 
most other steroids, is not contraindi- 
cated in the presence of edema or 
impending cardiac decompensation.’ 


Hollander! points out the superiority 
of triamcinolone in not causing mental 
stimulation, increased appetite and 
weight gain, compared to other steroids 
which produce these effects in varying 


degrees. And McGavack,? in a compar- 
ative tabulation of steroid side effects, 
indicates that triamcinolone does not 
produce the increased appetite, insom- 
nia, and psychic disturbances associ- 
ated with other newer steroids. 


ARISTOCORT can thus be advantageous 
for patients requiring corticosteroids 
whose appetites should not be stimu- 
lated, and for those who are already 
overweight or should not gain weight. 
Likewise, ARISTOCORT is suitable for 
the many patients with emotional and 
nervous disorders who should not be 
subjected to psychic stimulation. Fur- 
thermore, ARISTOCORT Triamcinolone, 
in effective doses, showed a low inci- 
dence of side reactions and is a steroid 
of choice for treating the older patient 
in whom salt and water retention may 
cause serious damage.” 


References: 1. Hollander, J.L.: J.A.M.A.172:306 (Jan. 23) 1960. 2. McGavack, 
T. H.: Nebraska M. J. 44:377 (Aug.) 1959. 3. McGavack, T. H.; Kao, K. Y. T.; 
Leake, D. A.; Bauer, H. G., and Berger, H. E.: Am. J. M. Sc. 236:720 (Dec.) 
1958. 


Precautions: Collateral hormonal effects generally associated with cortico- 
steroids may be induced. These include Cushingoid manifestations and muscle 
weakness. However, sodium and potassium retention, edema, weight gain, 
psychic aberration and hypertension are exceedingly rare. Dosage should be 
individualized and kept at the lowest level needed to control symptoms. It 
should not exceed 36 mg. daily without potassium supplementation. Drug 
should not be withdrawn abruptly. Contraindicated in herpes simplex and 
chicken pox. 

Supplied: Scored tablets—1 mg. (yellow); 2 mg. (pink); 4 mg. (white); 

16 mg. (white). 


Request complete information on indications, dosage, precautions and contra- 


' : Lederie) indications from your Lederle representative or write to Medical Advisory 
Department. 


LEDERLE LABORATORIES, A Division of AMERICAN CYANAMID COMPANY, Pearl River, New York 
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2 objective indexes show that 
in coronary artery disease 


the one nitrate for all 
with without angina 


is Peritrate 


Peritrate increases myocardial 

blood flow to the normal range and 
sustains it there’...without significant 
change in cardiac output,’ 

blood pressure’ or pulse rate.° 


1. Johnson, P. C., and Sevelius, G.: J.A.M.A. 
173:1231 (July 16) 1960. 2. Winsor, T., and 
Humphreys, P.: Angiology 3:1 Ag ® 1952. 
3. Plotz, M.: New York J. Med. 52:2012 
(Aug. 15) 1952. 


Full dosage information, available on re- 
quest, should be consulted before pt te 
therapy. 


*Electrocardiograms, radioisotopic tracings 
and case histories on file in the Medical 
Department of Warner-Chilcott Laboratories. 


| 


Electrocardiographic 
evidence: 


Peritrate increases 
myocardial blood flow 
in a patient with angina* 


The patient — tugboat captain, 57, with 
angina but no history of infarction. Blood 
pressure, 130/80. Normal sinus rhythm; 
ventricular rate, 72. Blood cholesterol, 
344-583 mg./100 cc. 


Radiocardiographic 
evidence: 


Peritrate increases 
myocardial blood flow in a 
postcoronary patient 
without angina* 


The patient— woman, 74, with 15-year 
history of hypertension. Posterior 
myocardial infarction in 1955. No angina. 
Before Peritrate: blood pressure, 210/110; 
pulse, 70. After Peritrate: blood pressure, 
202/108; pulse, 68. 


THT t it 

+ Ht + + 

fi 

it + +44 

+ 


before Peritrate —S-T segment depressed 
after standard exercise. 


+ + 
tht 
ttt 


before Peritrate — Radioisotopic tracing 
shows myocardial blood flow (shaded 
area) after infarction reduced to 2.6% of 
cardiac output. 


after Peritrate — (20 mg., given 4 hours 
before exercise test) S-T segment 
normal. 


brand of pentaerythritol tetranitrate 


esas se HH +t + 
+ ++ 
+ + 
4 
eases + + 


basic therapy in coronary artery disease — with or without angina 


after Peritrate — (20 mg., given 21/2 hours 
before study) myocardial blood flow 
increased to 5.9% of cardiac output. 


MORRIS PLAING, 


makers of Tedral Gelusil Proloid Mandelamine 
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Bristol, Tennessee 
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Holding blood loss to a minimum is a medical precept. 
Clinical studies show that lack of capillary integrity causes 
abnormal bleeding four times as often as coagulation defects.':? 


Adrenosem aids capillary integrity by decreasing excessive 
capillary permeability and promoting retraction of severed 
capillary ends. 

Adrenosem protects against bleeding from 


PREOPERATIVELY small vessels, thus assuring a clearer 
operative field and minimizing the need 
for transfusions. 


POSTOPERATIVELY Adrenosem reduces postoperative bleeding. 


* 


SALICYLATE 


(Brand of carbazochrome salicylate) 


Used nonsurgically, Adrenosem controls internal bleeding 
associated with vascular pathosis, as in peptic ulcer, 
telangiectasia, purpura, ecchymosis, ulcerative colitis, and others. 


Contraindications:, None at recommended dosage levels—seven 
years’ clinical use, over 15 million doses, and over 35 
published studies prove the safety and effectiveness of 
Adrenosem. 

Supplied: Ampuls, 5 mg. (1 cc.) and 10 mg. (2 ec.) for I.M. injection; 
Tablets, 1 and 2.5 mg.; Syrup, 2.5 mg./5 cc. (1 tsp.) 

1. Haden, R.L., et al.: Ann. N.Y. Acad. Sc. 49:641 (May 11) 1948. 


2. Cheraskin, E.: J. Am. Dent. Assn. 58:17 (April) 1959. 
*U.S. Pat. Nos. 2581850; 2506294 


write for detailed literature 


E. MIASSENGILL COMPANY 


- New York Kansas City San Francisco 
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CHRONIC URINARY 
TRACT INFECTIONS 


Soothes... Burning Urination 
CLEARS. ...Infected Urine 


Urolitia is bacteriostatic, bactericidal, non- 
toxic, does not produce drug-fastness, pro- 
vides simple dosage, and is economical for 
long term therapy. 

Urolitia rapidly controls E. coli, S. albus, 
and S. aureus infection. Its soothing action 
is due to the prompt release of Triticum and 
Zea extractives by the kidney into the in- 
flamed bladder. 


Samples on Request 
Urolitia is especially useful for elder ients 
with residual urine ont 
prostate, in whom permanent sterilization of the 
urine cannot be expected. 


CONTAINS NO DYES 


Urolitia—each tablespoonful contains; 

Mathonamine 

nM a soothing, demuicent 

Triticum andtes. 

Dese: 1 Ths. in 4% cup warm water % hr. a.c. and h.s. 

Decrease dose after second day. 

Supplied: Bottles of 8 fi. oz. 


BORCHERDT COMPANY 


217 North Wolcott Avenue Chicago 12, Illinois 


PRURITUS ANI 
Treated Orally with 


Borcherdt's 


MALT SOUP EXTRACT 


(MALTSUPEX) » 


POWDER LIQUID 


shows good results. We would like to 
send you the recently published paper 


by Dr. Louis H. Brooks who says, 


“It was found that administration of Malt 
Soup Extract in dosages of one or two table- 
spoonfuls twice daily produced favorable re- 
sults. Within two or three days after begin- 
ning this simple regimen, the itching and 
burning usually disappeared. Frequently 
there was poamet remission of symp 
which was followed by improvement in the 


condition of the tissue of the anai canal and 
the perianal skin.* 

alt Soup Extract promotes the growth of 
aciduric flora in the lower tract. Because this 
product is a food and not a drug, there are no 
side effects. Because it is not habit forming, 
it can be given over long periods of time 
when necessary. Diabetic patients should 
allow for 60 calories for each tablespoonful. 

Malt Soup Extract Powder is specially 
processed non-diastatic barley malt extract 
neutralized with potassium carbonate. 

Two Reaping tablespoonfuls twice a day 
is the usual effective dose and this may be 
reduced to two tablespoonfuls at bed time 
when satisfactory results are secured. 

Malt Soup Extract is available in liquid and 
qoutes form in 8 oz. and 16 oz. jars at most 

rug stores coast to coast. 

*Diseases of the Colon & Rectum, 
Vol. 1, No. 5, Sept.-Oct. 1958. 
Samples and literature gladly sent 
cn your request 


Borcherdt Company 


217 North Wolcott Avenue, Chicego 2, Ill. 
In Caneda: Chemo Drug Co. Lid., Torente, Ont. 
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A variation of this approach is based 
on the belief that small nursing homes 
cannot ever provide the services of spe- 
cialists which proper nursing home care 
requires, except at exorbitant cost to the 
patient. Such care, based on the most 
advanced principles of comprehensive 
medicine and rehabilitation, requires a 
variety of skills and equipment for a 
variety of special patient conditions. To 
meet this situation, some health depart- 
ments employ nutritionists, physical ther- 
apists, occupational therapists, and social 
workers to give direct service to patients 
in nursing homes, following physicians’ 
prescriptions. With this help the cocp- 
erating homes can expand and upgrade 
their services as well as increase the skill 
of their own staffs. These programs have 
sometimes been started with a minimum 
of organizational superstructure. One 
health department employs a team of 
specialists to work a few hours a week in 
nursing homes. However, even the most 
informal plan has required someone to 
arouse interest among nursing home op- 
erators and to overcome their suspicions. 

Providing specialists’ services is still 
experimental, and it remains to be seen 
whether, in time, the nursing homes can 
support these services on their own. 
There are several possibilities along this 
line. Groups of nursing homes may want 
to pool their own funds to employ spe- 
cialist staff for their joint use, or public 
health and welfare agencies may want to 
continue to provide such staff as a com- 
munity service. These programs are, after 
all, a natural extension of the licensing 
function now carried on by these public 
departments. They mean that the depart- 
ment not only sets standards, but goes 
ahead realistically to help nursing homes 
achieve those standards in daily practice. 

Alternatively, general hospitals may 
want to enter into similar arrangements 
with one or a group of homes which 
their patients use. It might seem that 
this undertaking would overburden hos- 
pital staffs and increase the already high 
cost of hospital care, but actually it may 
prove less costly than inadequate care 
which results in hospital readmissions or 
unnecessarily prolonged disability. 

There are many other ways in which 
hospitals can share information and help 
raise nursing home standards. A number 
of nonprofit nursing home programs for 
the aged have obtained expert help from 
hospitals in rebuilding their facilities, in 
planning kitchen layout and organization 
of food service, and even in recruiting 
nurses or nurse aides. There is little 
reason why similar arrangements cannot 
be extended to the proprietary field. 
JOINT PLANNING FOR PATIENT CARE 
Joint planning between a hospital and 
a nursing home may seem like an effort 
to pair off a dwarf with a giant but it 
has worked. A recent study of 10 co- 
operative programs between general hos- 
pitals and nonprofit homes for the aged 
indicates several ways in which joint 


planning can benefit both types of insti- 


THERE’S NO 


PLACEBO... 


Persistent foot fatigue and related 
discomforts are very real problems to the 
patient. They may tie back to chronic 

foot strains and to the patient’s individual 
shoe-fitting problems. Miss or 

Mrs. Patient (men, too, of course) may 
demand relief, but still won't accept 
unstylish “corrective” shoes. May we, for 
the twelfth year in these columns, 

call your attention to Burns Cuboids? 


Individually fitted from 248 styles and 
sizes, Cuboid Shoe Inserts when worn in 
any sensible shoe are designed to 
“break in” and take form that adapts the 
shoe to the plantar area of the patient's 
foot. Leading shoe stores and shoe 
departments have Cuboids, and 

trained fitters. 


Aspecial data sheet describing the functions of Cuboid 
Shoe Inserts is available to doctors on request. 


BURNS CUBOID Co. 
Established 1936 
P. 0. Box 658 Cuboids 
Santa Ana California 


soothing, aseptic 


IRRIGOL ... 


for vaginal douche... 
for quantity irrigations 


send for 

clinical 

sample 
THE ALKALOL COMPANY, Taunton 23, Mass. 
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therapy in 
arthritis... 


Bufferin and 
avoid salicylate intolerance 


Gastric distress due to aspirin used alone has 


been frequently reported. !-6 
1. Muir, A., and Cossar: I. A., Brit. M. J. 2:7-12 
__ BUFFERIN is superior to plain aspirin in that | (uty 2) 1955. 2. Waterson, A. P-: Brit, M. J. 2:1531 
it does not cause gastric intolerance; it is“... the | (Dec. 24) 1955. 3. Brown, R. K., and Mitchell, N.: 
Gastroenterology 31:198-203 (Aug.) 1956. 
drug of choice where prolonged, high salicylate | 4. Kelly, J. J., Jr: Am. J. Med. Sci. 232:119-128 


vels are indicated.’’7 (Aug.) 1956. 5. Brick, I. B.: J. Am. Med. Assn. 
: 163:1217-1219 (April 6) 1957. 6. Lange, H. F.: Gas- 
“| ..is 4to 5 times better tolerated than ordi- troenterology 33:770-777 and 778-788 (Nov.) 1957. 
caten 999 7. Tebrock, H. E.: Ind. Med. & Surg. 20:480-482, 

nary aspirin. 1951. 8. Levy, G., Hayes, B. A.: N. Eng. J. Med. 


‘ : 262:1056 (May 26) 1960. 9. Sleight, P.: The Lancet, 
And BUFFERIN tablets go into solution faster | 5 ‘39s (Feb. 6) 1960 and p. 932 (April 23) 1960. 


than plain aspirin,® absorption being further ex- 
pedited by the antacid components.9 


For a complimentary supply of BUFFERIN write: ; 
Bristol-Myers Company, Dept. BU-13, 630 Fifth Avenue, New York 20, New York | 
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tutions. This study was part of a large- 
scale inquiry into coordination of health 
services for patients with long-term ill- 
ness conducted by the Council of Jewish 
Federations and Welfare Funds. The 
institutions were located in St. Louis, 
Chicago, Cincinnati, Philadelphia, Balti- 
more, Troy, N. Y., New York City, and 
Toronto, Ont. 

The key to the cooperative programs 
was development of mutual confidence 
and trust. In every instance, the institu- 
tions began with a massive distrust of 
each other and skepticism that anything 
could be done that would not serve one 
institution at the expense of the other. 
The hospitals were convinced the homes 
gave substandard care and did not want 
to improve. The homes were certain the 
hospitals only wanted to “dump” difficult 
patients and didn’t care what happened 
to them, or feared the hospitals wanted 
to swallow up and dominate the admin- 
istration of the homes. 

Despite these obstacles, the 10 projects 
demonstrated several areas in which the 
work of these institutions could be 
planned jointly with beneficial results for 
the patient in the form of continuity in 
care and improvement in services in both 
institutions. This joint planning has been 


carried out with strict regard for the 
administrative and financial independ- 
ence of the nursing homes, and all steps 
were taken by mutual agreement. 

A major achievement was agreement 
about transfer of patients between hos- 
pital and nursing home. This means that 
the hospital must determine exactly what 
each patient needs in the nursing home 
and share the information with the nurs- 
ing home staff in advance of discharge. 
Those who need much help to retain 
their physical functioning are sent only 
to homes able to give such care. Those 
who need to progress gradually from bed 
to ambulation are sent to homes with 
staff able to follow this cycle. Those with 
mental complications are sent to homes 
capable of coping with the extremes of 
human behavior. These arrangements 
also provide for emergency or planned 
return of patients to the hospital without 
delay. In effect, the nursing homes are 
assured of priority hospital admission for 
certain classes of patients. 

The cooperation has gone further in 
several communities. Prescribed regi- 
mens of physical or occupational therapy, 
clinic treatment, and continuing diag- 
nostic studies for nursing home patients 
are carried out by physicians who use 


the hospital resources just as freely ag 
if the patient were still in the hospital, 
The hospital laboratory does diagnostic 
work on request; occupational therapists 
or physical therapists give treatment as 
prescribed. All the special facilities of 
the hospital are immediately available 
to the physicians who supervise the pa- 
tients in the nursing home. There is no 
need to delay treatment because it is 
hard to get, because the home does not 
have the resources, or because no one 
wants to readmit the patient to a hospital 
bed. Usually transportation back and 
forth must be arranged, although in some 
communities the hospital staff visits the 
nursing home regularly as if it were an 
extension of the hospital, especially for 
certain mobile laboratory and treatment 
procedures. 

Initially, there was fear that these 
arrangements for sharing services would 
lead to abuses of the hospital’s overbusy 
staff, but the fears have proved unjusti- 
fied. Moreover, the arrangements have 
produced an unexpected side benefit. 
Previously, a significant number of pa- 
tients were readmitted to a_ hospital 
because the nursing home could not 
provide proper care or because there 
was not enough medical backing to give 


No. 831 Men’s 
No. 832 Women’s 


VELCRO FASTENING 
ELASTIC RIB BELTS 


For comfortable, effective chest binding. Amazing 
new Velcro fastening material has tremendous holding 
power, yet separates easily for removal of belt. No 
buckles or shoulder straps necessary. Made 
of finest quality elastic with extra long Velcro 
fastening strips. $3.50 ea., $39.00 doz. 
Specify chest sizes when ordering. 
DePuy Manufacturing 
Co., Inc., Warsaw 
Indiana. Since 1895— 
the Standard of Quality 
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Order... 


an osteopathic publication 


Written especially for the layman. 
HEALTH has proved to be an excel- 
lent public relations item. Used in your 
office or sent to friends, HEALTH 
shows the true scope and interests of 


the osteopathic profession. 


American Osteopathic Assn. 
212 E. Ohio St., Chicago 11, Illinois 


Health 
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Benztropine Methanesulfonate 


Parkinson’s disease does not have to mean a retreat from living or reluctance to face family and friends. 
Treatment with “CoGENTIN often causes a diminution or disappearance of the typical parkinsonian facies. 
It has the ability to control severe tremor and may control sialorrhea better than atropine.””! Severe rigidity, 
contractures, and frozen states also respond to CocGENTIN.? Its prolonged action permits 24-hour control of 
symptoms with one bedtime dose.* 


Before prescribing or administering CocENTIN, the physician should consult the detailed information on use accompanying the package or available on request. - 
Supplied: Tablets CocenT1n (quarterscored), 2 mg., bottles of 100 and 1000. New dose form: Injection CocENTIN, 1 mg. per cc., ampuls of 2 cc., boxes of 6. 

References: 1. Finkel, M. J.: M. Times 86:1391, 1958. 2. Doshay, L. J., and Boshes, L.: Postgrad. Med. _27:602, 1960. 3. A. M. A. Council on Drugs: 

New and Nonofficial Drugs 1960, Philadelphia, J. B. Lippincott Company, 1960, p. 264. CoGENTIN is a trademark of Merck & Co., Inc. 


mQo MERCK SHARP & DOHME Division of Merck & Co., Inc., West Point, Pa. 
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for the first time 
adequate iron 
sustained-release 
form for more 
efficient assimilation | 


sustained-release capsules 


for improved treatment of iron-deficiency anemia 


Each Mol-lron Chronosule contains the equivalent 
of 80 mg. elemental iron. Gradual dosage release 
means greater patient tolerance — minimizing 
G.I. disorders. Marked increases in hemoglobin 
and hematocrit levels through sustained 
liberation of more absorbable Mol-lron. All the 
advantages of specially processed Mol-lron — now 
in the form most conducive to efficient assimilation. 
Dosage: Adults — one Mol-lron Chronosule daily. 
In severe anemia, one Chronosule twice daily. 
Children — one Mol-lron Chronosule daily. 
Supplied: Bottles of 30 Chronosules. 


Complete information concerning the use of this 
| drug is available on request. 


WHITE LABORATORIES, INC., Kenilworth, New Jersey 
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now in threatened premature delivery 


Brand of piperidolate hydrochloride, hesperidin compiex and vitamin C 


maintains gestation / increases fetal survival rate 


“Dactil has been used as a preventive meas- 
ure with great success and with no untoward 
effects.” 


In a study of 618 pregnancies over a period 
of 4 years, premature births were reduced 
from 13.1% of 168 patients without Dactil 
to 4.7% of 450 patients with Dactil.? In the 
treated patients birth weights were increased. 


Dosage: 1 tablet q.i.d. from the beginning of preg- 
nancy in any patient with a history of previous 
difficulty. For more information send for Dactil-OB 
brochure. 


(1) Stephens, L. J.: Prevention of Premature Delivery: Am. J. Obst. 
& Gynec. 70:6 (June) 1958. (2) Stephens, L. J., in press. 72561 


LAKESIDE 
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the home confidence that it could safely 
care for these patients. In the joint pro- 
grams, many such patients were satis- 
factorily cared for in the home, with the 
assurance of hospital backing as needed. 
The result was a decreased demand for 
hospital readmission and a less-than-pre- 
dicted demand for outpatient services. 


JOINT APPOINTMENT OF 
KEY PERSONNEL 


Joint planning for patient care has some- 
times led to another level of cooperation, 
joint appointment of key personnel. The 
crux of the 10 plans studied has been a 
growing unity in medical and nursing 
understanding. As this developed, admin- 
istrators of the two kinds of institutions 
were able to agree about the physicians 
and nurses who could work together. 
Several nursing homes (for example, the 
Lucien Moss Home, Philadelphia, the 
Jewish Center for the Aged, St. Louis, 
and the Beth Abraham Home, New York) 
have consulted hospitals about selection 
of a physician to serve as medical super- 
visor or director of the home’s medical 
program. In each instance the home 
chose its physician from the active hos- 
pital staff, and more important, chose 
him with the advice of either the hospital 
director or the chief of the hospital medi- 
cal service. In at least two nursing homes 


(the Lucien Moss Home and the Jewish 
Center for the Aged) the nursing super- 
visors have been drawn from the hospital 
nurses’ teaching staff, on the basis of 
consultation with the nursing director. 

These steps must seem like a radical 
development, and I cannot emphasize 
too strongly that they were taken because 
both nursing home and hospital wanted 
them. Both agreed to them voluntarily 
without any loss of independence in con- 
trol of their own policies. The hospitals 
needed a nursing resource in which they 
could have complete confidence, and the 
homes were able to improve their care 
at minimum cost by drawing on the 
resources of a hospital. 

In a few instances cooperation has 
gone still further, to full integration 
wherein the hospital takes over the ad- 
ministrative and financial control of a 
nursing home and operates it as an arm 
of the hospital. This may prove to be 
a useful path for future development, 
but it cannot soon affect the thousands 
of independent nursing homes, both pro- 
prietary and nonprofit, which will con- 
tinue to exist as independent organiza- 
tions. 


CONCLUSION 


The five major types of cooperatiori— 


informal arrangements for patient trans- 
fer, training exchanges, joint program 
planning, joint appointment of key staff, 
and administrative integration—suggest 
several paths by which hospital and nurs- 
ing home relationships can be strength- 
ened in the interest of better patient 
care and better community health plan- 
ning. They are practical means by which 
a vast new resource is added to the 
community health team. Nursing homes 
are already a significant factor. There 
remains the task of learning how to bring 
them into the medical care family, along 
with physicians, nurses, hospitals, health 
departments, social agencies, and others. 

We have relied for a long time on 
licensing and control as a way to work 
with nursing homes. These examples 
point a new way, the way of cooperation 
and mutual help, to close the gap be- 
tween these two sectors of our medical 
organization. 

What we now require is some center 
or impetus in every community and in 
every State to encourage the widest 
spread of these tested methods for volun- 
tary cooperation. Hospital associations, 
medical societies, public health and wel- 
fare departments, health councils, and 
associations of nursing homes are equally 
suitable leaders. Which will take advan- 
tage of the opportunity. 


Here are three good reasons why 
you should write “Raudixin” in the 
treatment of high blood pressure: 


1. The whole root, including 
all its active fractions, is used 
for maximal antihypertensive 


activity with minimal sedation.. 


Por fall full information, 
see your Squibb 


pa | — the Priceless Ingredient 


3. Every Raudixin tablet to 
reach your patient meets the 
high Squibb standards for ef- 
fectiveness, potency and 
uniformity. 


2. Radioisotope dilution assay 
(important, but rarely done 
elsewhere) determines potency. 


Squibb Quality 


Squibb Standardized Whole Root Rauwolfia Serpentina 


Supply: 50 and 100 mg. tablets. 


“‘Raudixin’® is a Squibb trademark. 
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‘B.W. & Co.’ ‘Sporin’ Ointments 
rarely sensitize... 

give decisive bactericidal action 

for most every topical indication 


brand Ointment 


antibiotics will eradicate 


The combined spectrum 
of three overlapping ‘ OSP0 RIN” 


virtually all known top- 


ical bacteria. 


brand Antibiotic Ointment 


hd A basic antibiotic com- | 
bination with proven 
effectiveness for the 

topical control of gram- 


brand Antibiotic Ointment positive and gram-nega 
tive organisms. 


Contents per Gm. ‘Polysporin’® ‘Neosporin’® ‘Cortisporin’® 
‘Aerosporin’® brand 
Polymyxin B Sulfate 10,000 Units 5,000 Units 5,000 Units 
Zinc Bacitracin 500 Units 400 Units 400 Units 
Neomycin Sulfate — 5 mg. 5 meg. 
Hydrocortisone 10 mg. 
Supplied: Tubes of 1 oz., Tubes of 1 oz., Tubes of 14 oz. and 
oz. and oz. oz. and oz. oz. (with 
(with ophthalmic tip) (with ophthalmic tip) ophthalmic tip) 


BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, New York 
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improvement 


MORE RAPID PROTECTION 


PURIVAX Poliomyelitis Vaccine provides earlier establishment of immunity in a 
significant proportion of patients. Studies have shown that, after only two doses 

of the recommended three-dose series, 98 to 100 per cent of patients are immune to 
Type I (Parker), 97 to 100 per cent are immune to Type II, 92 to 100 per cent 


are immune to Type III.*? 


GREATER SAFETY 


PURIVAX Poliomyelitis Vaccine induces high antibody titers against all three types 
of poliomyelitis virus. Moreover, the highly virulent Mahoney strain of Type I has 


been replaced by the less virulent Parker strain for even greater safety. 


INCREASED PURITY 
Antigen of monkey kidney origin is not detectable serologically —the possibility of 


allergic sensitization is thus minimized. 


The high degree of purity of PURIVAX Poliomyelitis Vaccine makes possible the use of 
precise physical and chemical methods of standardization: each milliliter contains 


a uniform weight of inactivated-virus antigen. 
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After Only TWO 
__ Percentage of Patients Showing Immuni 


POLIOMYELITIS VACCI 
(COMMERCIAL SALK) 


POLIOMYELITIS VACCI 
(COMMERCIAL SALK) 


POLIOMYELITIS 


Injections 


to Each Type of Poliomyelitis Virus: 


Dosage and Administration: It is recommended that three injections (intramus- 
cular or subcutaneous) of 0.5 cc. each be given, with an interval of 4 to 6 weeks 
between the first and second injection. The third injection should be adminis- 
tered 7 months or more after the second injection. 

The preferred procedure is to complete immunization before the season when 
poliomyelitis characteristically increases. However, the vaccine may be admin- 
istered throughout the summer season. Special circumstances such as exposure 
to the disease, tonsillectomy, or trauma are not considered contraindications. 


Supplied: 2-cc. vials (4 doses) . 


Before prescribing or administering PURIV AX, the physician should consult the 
detailed information on use accompanying the package or available on request. 


1. Hilleman, M. R., Charney, J., Tytell, A. A., 
Weihl, C., Cornfeld, D., Ichter, J. T., Riley, H. D., 
Jr., and Huang, N.: Investigation into the 
development and clinical testing of a poliomyelitis 
vaccine containing standardized amounts of 
purified poliomyelitis virus antigens, 1960 
Symposium on Polio Vaccines, Newark, 

New Jersey, April 20, 1960. 


2. Hilleman, M. R., Charney, J., Tytell, A. A., 
Weihl, C., Cornfeld, D., Ichter, J. T., Riley, H. D., 
Jr., and Huang, N.: Progress in the Development 
of a Purified Poliomyelitis Vaccine, presented at 
the Fifth International Poliomyelitis Conference, 
Copenhagen, Denmark, July 27, 1960. 


m@o MERCK SHARP & DOHME, DIVISION OF MERCK & CO., INC., WEST POINT, PA. 
PURIVAX is a trademark of Merck & Co., Inc, 
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Books received 


Books received for review during the pe- 
riod from February 5 to March 5 are 
listed below. Reviews will be published 
as space permits. 


MEDICAL ENTOMOLOGY. By William B. 
Herms, Sc.D., Late Professor of Parasitology, 
Emeritus, University of California; one-time 
Lecturer in Tropical Medicine, University of 
California School of Medicine, San Francisco; 
late Chairman, Division of Entomology and 
Parasitology, University of California; and Re- 
vised by Maurice T. James, Ph.D., Professor of 
Entomology, Washington State University, Pull- 
man. Ed. 5. Cloth. Pp. 616, with illustrations, 
Price $12.50. The Macmillan Company, 60 
Fifth Avenue, New York 11, 1961. 


South African Council for Scientific and In- 
dustrial Research, PROCEEDINGS OF THE 
PNEUMOCONIOSIS CONFERENCE held at 
the University of Witwatersrand, Johannesburg, 
9th-24th February, 1959. Edited by A. J. 
Orenstein, M.D., D.Sc., LL.D., F.R.C.P., Di- 
rector, Pneumoconiosis Research Unit. Cloth. 
Pp. 632, with illustrations. Price $22.50. F. & 
A. Churchill Ltd., London. Little, Brown and 
Company, exclusive U.S. distributors, 34 Beacon 
Street, Boston 6, 1960. 


HANDBOOK OF PHYSIOLOGY. By R. J. S. 
McDowall, M.D., D.Sc., M.R.C.P. (Lond.), 
F.R.C.P. (Edin.), Emeritus Professor of Physi- 
ology, University of London. Ed. 43. Cloth. Pp. 
759, with illustrations. Price $12.50. Hazell 
Watson and Viney Ltd ong wee and Slough, 
England. J. B. Lippincott pany, exclusive 
U.S. distributors, East ‘eaten Square, 
Philadelphia 5, 1960. 


KERNICTERUS AND ITS IMPORTANCE 
IN CEREBRAL PALSY. A Conference Pre- 
sented by the American Academy for Cerebral 
Palsy, Eleventh Annual Meeting, New Orleans, 
Louisiana. Cloth. Pp. 306, with illustrations. 
Price $8.75. Charles C Thomas, Publisher, 301- 
327 East Lawrence Avenue, Springfield, Ili- 
nois, 1961. 


THE HAND. A Manual and Atlas for the 
General Surgeon. By Henry C. Marble, M.D., 
F.A.C.S., Consulting Surgeon to the Massachu- 
setts General Hospital. Cloth. Pp. 207, with 
illustrations. Price $7.00. W. B. Saunders Com- 
pany, West Washington Square, Philadelphia 5, 
1960. 


RADIOPAQUE DIAGNOSTIC AGENTS. By 
Peter K. Knoefel, M.D., Professor of Pharma- 
cology, University of Louisville, Louisville, Ken- 
tucky. Cloth. Pp. 157, with illustrations. Price 
$6.75. Charles C Thomas, Publisher, 301-327 
East Lawrence Avenue, Springfield, Illinois, 
1961. 


THEORY OF SHOULDER MECHANISM: 
Descriptive and Applied. By A. K. Saha, B.Sc., 
M.B.B.S., F.R.C.S. (Eng.), F.R.C.S. (Edin.), 


M.Ch. Orth. (L’Pool), Professor of Surgery, 
Nilratan Sircar Medical College; Postgraduate 
Lecturer in Orthopaedic Surgery, University 
College of Medicine, Calcutta University; Ex- 
aminer in Master of Surgery of Madras and 
Assam Universities; formerly Examiner in Mas- 
ter of Surgery and Post-graduate Visiting Lec- 
turer in Orthopaedic Surgery, Andhra Univer- 
sity; Hunterian Professor, The Royal College of 
Surgeons of England. Cloth. Pp. 107, with il- 
lustrations. Price $5.50. Charles C Thomas, 
Publisher, 301-327 East Lawrence Avenue, 
Springfield, Illinois, 1961. 


CLINICAL OBSTETRICS AND GYNECOL- 
OGY. Volume 3, Number 4. Fetal Physiology 
and Distress: Edited by Thaddeus L. Mont- 
gomery, M.D. Endocrinology: Edited by Robert 
B. Greenblatt, M.D. Cloth. Pp. 335, with illus- 
trations. Price $18.00 a year. Paul B. Hoeber, 
49 East 33rd Street, New York 16, 1960. 


FETAL ELECTROCARDIOGRAPHY. The 
Electrical Activity of the Fetal Heart. By Saul 
David Larks, B.S.E.E., M.S. (E.E.), Ph.D., 
Assistant Professor of Biophysics, School of 
Medicine, The University of California, Los 
Angeles. Cloth. Pp. 109, with illustrations. Price 
$6.50. Charles C Thomas, Publisher, 301-327 
East Lawrence Avenue, Springfield, Illinois, 
1961. 


MOLECULAR GENETICS AND HUMAN 
DISEASE. Edited by Lytt I. Gardner, M.D., 
Professor of Pediatrics, State University of New 
York, College of Medicine, Syracuse, New York. 
Cloth. Pp. 297, with illustrations. Price $11.50. 
Charles C Thomas, Publisher, 301-327 East 
Lawrence Avenue, Springfield, Illinois, 1961. 


*NEW 2nd EDITION!” 


| Modern Occupational Medicine 


Edited by 


A. J. FLEMING, M.Sc., M.D., F.A.C.P. and C. A. D’ALONZO, M.D., F.A.C.P. 


Medical Director Assistant Medical Director , 


3 E. I. du Pont de Nemours & Company 

Associate Editor: J. A. ZAPP, Ph.D. 

Director, Haskell Laboratory for Toxicology and Industrial Medicine, 
E. I. du Pont de Nemours & Company 


New, rewritten or revised subjects appearing in this 

edition include those on psychiatry, emotional fac- 
tors in diseases of the skin, effects, signs, symptoms  $% 
and treatment of acute poisonings, occupational dis- 
eases of the chest, environmental hazards, physical ‘ 
examination and diagnosis, industrial noise, surgical % 
considerations, safety, and the nurse in industry. 


3 Adequate health care, including sound preventive 
| measures, is the theme throughout this practical 
book. Written by 22 Du Pont medical and health 
| authorities, it provides essential knowledge on how 
to organize a medical service in industry, the influ- 
ence of physical and chemical environments on 
» health, and the control of occupational hazards. 


New 2nd Edition. 587 Pages. 66 Illustrations and 1 Plate in Color. 36 Tables. $12.00 


Washington Square LEA 4 FEBIGER Philadelphia 6, Pa. 


When the evidence indicates smooth muscle spasm, 


good judgment can render it “null and void” 


by a ruling in favor of 
dependable autonomic sedation 


pois (5 cc.) of Elixir Extentab 


Natura! belladonna alkaloids in optimat synergistic ratio, plus phenobarbital Atropine sulfate 0.0194 mg. 0.0582 mg. 
: Hyoscine hydrobromide 0.0065 mg. 0.0195 mg. 


A. H. ROBINS CO., INC., Richmond 20, Virginia Phenobarbital Br.) 16.2 mg. (96 Br.) 48.6 mg. 
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painful skeletal muscle 


lly 
ttle 


INJECTABLE anp TABLETS Methocarbamol Robins U.S. Pat. No. 2770649 


Relaxation — obtained within minutes with RosBaxin Injectable. 


— maintained without drowsiness with Rospaxin Tablets. 


Nine published studies show: 


Beneficial results in 90% of cases of skeletal muscle spasm with RoBAXIN. 
Clinical responses to RoBaxin therapy, as reported by investigators: 


7 


patients... 


of 60 patients, moderate in 3.'° 


concentration and awareness.® 


For immediate relaxation of acute skeletal muscle spasm: 


10 cc. of sterile solution. 


For initiating therapy or maintaining relaxation induced by Ropaxin Injectable: 


patients ...° “marked” in 27 out of 46 patients, moderate in 6...* “good” in 


“marked” in 26 out of 33 patients, moderate in 6...' “pronounced” in 37 out of 58 
patients, moderate in 20...* “good” in 25 out of 38 patients, moderate in 6...° 
“excellent” in 14 out of 17 patients, moderate in 2...° * ‘significant” in 27 out of 30 
gratifying” in 55 out of 60 patients. ..*° “effective” in 32 out of 32 


57 out 


Rosaxin exhibits “great freedom from undesired side reactions,”* does not pro- 
duce “concomitant euphoria or partial anesthesia,”*° and permits patients to retain 


Robaxin® Injectable —each ampul containing 1.0 Gm. of methocarbamol in 


Robaxin Tablets —0.5 Gm. (white, scored) in bottles of 50 and 500. 


Also available: When pain and spasm require concurrent analgesic and relaxant action: 


Robaxisal® Tablets 


os ~and for skeletal muscle relaxation with more comprehensive analgesia: 
® 
Robaxisal”— PH —Robaxin with Phenaphen® 


—Robaxin with Aspirin 


Literature available to physicians on request. 


REFERENCES: 1. Carpenter, E. B.: Southern M.J. 51:627, 1958. = a H. F., J.A.M.A. 167:163, 1958. 3. “Se 
A. P.: Clin. Med. 6:2321, 1959, 4. Grisolia, A., and Thomson, J. E. : Clin. Orthopaedics 13 :299, 1959. 5. Lewis, psf. oe 


California Med. Bg 1959. 6. O'Doherty, D. S., and Shields, C. Bay : J.A.M.A. 167 :160, 1958. 7. ree. H. W.: J.A 
ini aoe, 


167 :168, 1958. 8. Plumb, C. S.: Journal-Lancet 78 3531, 1958. 9. Poppen, J. L., and Flanagan, M. 
1959. 10. H. Orthopedics 1:274, 1959. 


A. H. ROBINS CO., INC., Richmond 20, Virginia 


Making today’s medicines with integrity ... seeking tomorrow’s with persistence 
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Aspirin 


SUPPRETTES 


Anti-Nausea 


SUPPRETTES 


"B&O 


SUPPRETTES 


#ISA #I16A 


Aquachloral 


SUPPRETTES 


Gentian Violet 


SUPPRETTES 


SUCCESSOR TO THE SUPPOSITORY 


WEBSTER 


REQUIRES NO REFRIGERATION 
MAXIMUM DRUG ABSORPTION 


Water Soluble 
Nonirritant 


Ready Dispersal 
No Leakback 


OVER 50 
YEARS OF 
PHARMACEUTICAL MANUFACTURE 


Write for samples and literature. 


The William A. Webster Co. 


PHARMACEUTICAL MANUFACTURERS 
MEMPHIS 3, TENNESSEE 
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Ethyl Chloride spray in therapeutic treatment 
of muscular spasms, Strains, sprains, lumbago 
In addition to its use as a local and general anesthetic, Gebauer’s 
Ethyl Chloride has been successful in treatment of cases involving 
musculoskeletal pain (“painful motion”) and other painful states. 
Clinical studies indicate cases where both temporary and perma- 
nent relief have been recorded. G ETHYL CHLORIDE 


EBAUER 


CHEMICAL COMPANY 
Makers of: 
FLURO-ETHYL 


For additional information and a summary 
of clinical results, write: Gebauer Chemical 
Company, 9410 St. Catherine Avenue, Cleve- 
land 4, Ohio. 


A TAX DEDUCTIBLE VACATION WITH PAY 


VACATION —A respite in beautiful 
COLONIAL WILLIAMSBURG VIRGINIA 
IN THE SPRING TIME. TOURS, GOLFING, SWIMMING 


PAY — 55th ANNUAL MEETING of the 
VIRGINIA OSTEOPATHIC MEDICAL ASSOCIATION 
THE LODGE—Williamsburg, Virginia 


MAY 26, 27, 1961 
Tentative Program Schedule 


Friday 8:00-9:00 Registration 
9:00-9:30 Continental Breakfast for Registrants (in Exhibit Hall) 
9:30-10:20 Dr. David Patriquin 
10:20-11:10 Dr. Charles L. Naylor 
11:10-12:00 Dr. J. Milton Zimmerman 
12:00-1:30 LUNCH 
1:30-2:00 Educational Film 
2:10-3:00 Dr. Roy J. Harvey (Evaluation of the Physical Examination) 
3:00-3:50 Dr. John L. Charlton, Jr. (Clinical Management of Toenail Problems) 
3:50-4:40 Dr. David Patriquin 
6:00-7:00 HOSPITALITY HOUR—THE INN 
7:00-9:00 BANQUET 
9:00-12:;00 DANCING AT THE LODGE 


Saturday 8:30-9:00 Continental Breakfast for Registrants (in Exhibit Hall) 
9:00-9:50 Dr. Charlton (Common Foot Problems) 
9:50-10:40 Dr. Harvey 
10:40-11:30 Dr. Patriquin 
11:30-12:20 Dr. Zimmerman 


Make reservations now at 
Williamsburg Lodge or the Motor Court for the meeting of the 


VIRGINIA OSTEOPATHIC MEDICAL ASSOCIATION 
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complete 
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procedure 


with 


STREPTOKINASE-STREPTODORNASE LEDERLE 


buccal tablets 

pain 
speed 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pear! River, New York t federte) 
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choleretic and 


Caroid and Bile Salts Tablets correct constipation physiologically by aiding 
protein digestion, increasing the flow of bile into the gut, and stimulating 
peristalsis. Fk two tablets two hours after breakfast and at bedtime. 


Caroid’& Bile Salts Tablets -digestant-choleretic -laxative. 


American Ferment Division, Breon Laboratories, Inc., New York 18, New York 
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buccal tablets 


shorten 
\recovery 
\convalescence 
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LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, New York > aes 


taste-tested 
experts 


Vi-SOL 


Chewable Vitamins 


TRI-VI-SOL® POLY-VI-SOL® - DECA-VI-SOL® 


In recent taste tests by over 800 children, the flavor 
of Vi-Sol chewable vitamins was preferred con- 
clusively over other chewable vitamin tablets...as 
much as 2 to | in some cases. 


Vi-Sol chewable vitamins now have new, improved 
formulations...authoritatively based* but modified 
to fulfill the practical needs of today’s children. With 
these revisions, Vi-Sol chewable vitamins provide 
safe, rational, practical levels of C, D and A for the 
growing child— preschool to adolescent. 


*Recommended Daily Dietary Allowances established by the National Re- 
search Council, and endorsed by the Council on Foods and Nutrition of 
the American Medical Association, ‘Vitamin Preparations As Dietary Sup- 
plements and As Therapeutic Agents,” J.A.M.A. 169:41-45 (Jan. 3) 1959. 


Mead Johnson 
Laboratories 


Symbol of service in medicine 51461 
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STREPTOKINASE-STREPTODORNASE LEDERLE 


buccal tablets 


‘‘Normal’’ recovery is not enough. Now, by adding VARIDASE to your 
procedure, you can release your patient from the stress and pain of 


e In treating refractory, chronic conditions, 
VARIDASE therapy gives added impetus to 
recovery. In common, self-limiting conditions, 
VARIDASE provides an easier convalescence 
with faster return to constructive living. This 
can be of major importance even to the pa- 
tient with a “minor” condition. © VARIDASE 
Buccal Tablets are indicated to control in- 
flammation following trauma or surgical 
procedures, and in suppurative or inflamma- 
tory lesions of subcutaneous and deep tissues. 


a ‘‘normal’’ recovery—put comfort in convalescence, shorten the re- 
covery cycle, and reap the reward of greater patient appreciation. 


® Precautions: VARIDASE has no adverse 
effect on normal blood clotting. Care should be 
taken in patients on anticoagulants or with a defi- 
cient coagulation mechanism. When infection is 
present, VARIDASE Buccal Tablets should be 
given in conjunction with antibiotics. 

® Dosage: One buccal tablet four times daily 
usually for five days. To facilitate absorption, 
patient should delay swallowing saliva. 

® Supplied: Each tablet contains 10,000 Units 


Streptokinase, 2,500 Units Streptodornase. Boxes 
of 24 and 100 Tablets. 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, New York Qa» 
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... and other painful or disabling musculoskeletal conditions often respond rapidly to the “antidoloritic’* effects of DECAGESIC. 
DECAGESIC helps restore normal function by relieving pain and discomfort, by its anti-inflammatory effect, and by imparting a 
sense of well-being. DECAGESIC combines the benefits of DECADRON® (dexamethasone) and aspirin with aluminum hydroxide to 
provide increased effectiveness and to reduce the possibility of side effects. 


i with aspirin and aluminum hydroxide 


CONSERVATIVE MANAGEMENT FOR PROMPT SUPPRESSION 
OF INFLAMMATION AND FOR RELIEF OF ASSOCIATED PAIN 


Indications: Acute painful inflammatory musculoskeletal disorders, mild to moderate rheumatic 


* and arthritic conditions, other collagen disorders end conditions in which the conjunctive administra- 


tion of a corticosteroid and salicylate can be beneficial. 

Dosage: 1 or 2 tablets 3 or 4 times daily. The usual precautions of corticosteroid therapy should 
jon on DECAGESIC is available to physicians on request. Supplied: 

Bottles of 100. Each tablet contains C.25 mg. of DECADRON (dexamethasone), 500 mg. of aspirin 

and 75 mg. of aluminum hydroxide (present as the dried gel). DECAGESIC and DECADRON are trade- 

marks of Merck & Co., Inc. 

*Antidoloritic’’ describes the relief of pain associated with inflammation—dolor=pain, itic~ 

associated with inflammation. 


GB merck sHarr & DOHME « Division of Merck & Co., INC., West Point, Pa. 
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A SYNOPSIS OF CONTEMPORARY PSY- 
CHIATRY. By George A. Ulett, B.A., M.S., 
Ph.D., M.D., Professor of Psychiatry, Department 
of Psychiatry and Neurology, Washington Uni- 
versity School of Medicine, St. Louis, Mo.; 
Director of Psychiatric Services, Hospital Divi- 
sion, City of St. Louis, St. Louis, Mo.; Medical 
Director, Malcolm Bliss Mental Health Center, 
St. Louis, Mo.; and D. Wells Goodrich, M.D., 
Chief, Biosocial Growth Center, National In- 
stitute of Mental Health, National Institutes of 
Health, United States Public Health Service, 
Department of Health, Education and Welfare, 
Bethesda, Md. Ed. 2. Cloth. Pp. 309, with 
illustrations. Price $6.50. The C. V. Mosby 
Company, 3207 Washington Boulevard, St. 
Louis 3, 1960. 


CURRENT THERAPY—1961. Edited by 
Howard F. Conn, M.D. Cloth. Pp. 806, with 
illustrations. Price $12.50. W. B. Saunders 
Company, West Washington Square, Philadel- 
phia 5, 1961. 


AMERICAN DRUG INDEX 1961. By Charles 
O. Wilson, Ph.D., Dean and Professor of Phar- 
maceutical Chemistry, School of Pharmacy, 
Oregon State College; and Tony Everett Jones, 
Ph.D., Associate Professor .of Pharmaceutical 
Chemistry, School of Pharmacy, University of 
Colorado; Director of Pharmaceutical Research, 
Carbisulphoil Company. Cloth. Pp. 791, with 
illustrations. Price $6.75. J. B. Lippincott Com- 
pany, East Washington Square, Philadelphia 5, 
1961. 


MEDICAL-SURGICAL NURSING. By Kath- 
leen Newton Shafer, R.N., M.A., formerly Asso- 


ciate Professor in Out-Patient Nursing, the 
Cornell University-New York Hospital School of 
Nursing, New York, N.Y.; formerly Assistant 
Consultant in Orthopedic Nursing, the National 
League for Nursing Education; formerly Instruc- 
tor in Medical Nursing and Instructor in Surgi- 
cal Nursing, the Cornell University-New York 
Hospital School of Nursing, New York, N.Y.; 
Janet R. Sawyer, R.N., A.M., Instructor, School 
of Education, Department of Nurse Education, 
New York University, New York, N. Y.; for- 
merly Instructor in Surgical Nursing, the Cornell 
University-New York Hospital School of Nurs- 
ing, New York, N.Y.; formerly Instructor in 
Surgical Nursing, Hartford Hospital, Hartford, 
Conn.; Audrey M. McCluskey, R.N., M.A., 
Associate Professor in Nursing, the Cornell Uni- 
versity-New York Hospital School of Nursing, 
New York, N.Y.; formerly Coordinator of Nurs- 
ing Instruction in Chronic Illness and Rehabili- 
tation and Instructor in Medical Nursing, the 
Cornell University-New York Hospital School of 
Nursing, New York, N.Y.; formerly staff mem- 
ber, Visiting Nurse Service of New York; and 
Edna Lifgren Beck, R.N., M.A., Associate Di- 
rector of Nursing Education, Muhlenberg Hos- 
pital School of Nursing, Plainfield, N.J.; formerly 
Assistant Professor in Fundamentals of Nursing 
and Instructor in Surgical Nursing, the Cornell 
University-New York Hospital School of Nurs- 
ing, New York, N.Y.; formerly Clinical Instruc- 
tor in Surgical Nursing, Roosevelt Hospital 
School of Nursing, New York, N.Y. Ed. 2. 
Cloth. Pp. 876, with illustrations. Price $8.75. 
The C. V. Mosby Company, 3207 Washington 
Boulevard, St. Louis 3, 1961. 


NEW AND NONOFFICIAL DRUGS. An 


Annual Compilation of Available Information on 
Drugs, including their Therapeutic, Prophylactic 
and Diagnostic Status, as evaluated by the 
Council on Drugs of the American Medical Asso- 
ciation. Cloth, Pp. 849, with illustrations. Price 
$4.00. J. B. Lippincott Company, East Wash- 
ington Square, Philadelphia 5, 1961. 


MODERN DRUG ENCYCLOPEDIA AND 
THERAPEUTIC INDEX. Edited by Harry D. 
Fein, M.D., F.A.C.P., Assistant Professor of 
Clinical Medicine, New York College of Medi- 
cine, New York, New York. Ed. 8. Cloth. Pp. 
1649, with illustrations. Price $17.50. The 

H. D Corporation, 466 Lexing- 
ton Avenue, New York 17, 1961. 


TREATMENT OF EMOTIONAL PROB- 
LEMS IN OFFICE PRACTICE. By Frank T. 
Tallman, M.D., Professor of Psychiatry, School 
of Medicine, University of California Medical 
Center, Los Angeles. Cloth. Pp. 426. Price 
$11.00. McGraw-Hill Book Company, 330 West 
42nd Street, New York 36, 1961. 


INTRODUCTION TO MEDICINE AND 
MEDICAL TERMINOLOGY. By Louise Espey 
Bollo, A.B., Instructor, Medical Terminology, 
Graduate School, United States Department of 
Agriculture; Nosologist, United States Depart- 
ment of Health, Education, and Welfare, Public 
Health Service, Washington, D.C. Cloth. Pp. 
356. Price $5.00. W. B. Saunders Company, 
West Washington Sq , Philadelphia 5, 1961. 


A STUDENT’S GUIDE TO OBSTETRICS 
AND GYNAECOLOGY. By Christopher J. Dew- 


Here are three good reasons why 
you should write “Raudixin” in the 
treatment of high blood pressure: 


1. Biological assay measures 
the ability to produce ptosis 
in the mouse in comparison 


with a reference standard. 


For full information, 
see your Squibb 
Product Reference 
or Product Brief. 


2. Biological assay measures 
the ability to counteract the 
pressor effect of standard doses 
of epinephrine in the dog. 


3. Every Raudixin tablet to 
reach your patient meets the 
high Squibb standards for ef- 
fectiveness, potency and uni- 


formity. 


Squibb Standardized Whole Root Rauwolfia Serpentina 


Supply: 50 and 100 mg. tablets, 
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‘Raudixin’® is a Squibb trademark. 


— the Priceless Ingredient 


SQuiss 


Squibb Quality 
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INCREASES AND MAINTAINS BLOOD FLOW FOR 10-12 HOURS 


THAWS ICY HANDS AND FEET Roniacol Timespan promptly increases circulation in cold fingers and toes,* 
resulting in “less ischemic pain, improved pulses and increased skin temperature.”2 Action: specific dilation 
of peripheral vessels.! Result: Roniacol increases blood flow to ischemic extremities.35 Improved blood flow 
further minimizes the chance of ulcerations associated with peripheral arterial insufficiency. 


EACH DOSE ACTS FOR 10-12 HOURS New, sustained-release Roniacol Timespan provides convenience for your 
patients as well as daylong or nightlong relief of cold, aching extremities—one Timespan in the morning pre- 
cludes forgotten midday doses, another at night permits comfortable, uninterrupted sleep. 


NO CONTRAINDICATIONS—NEGLIGIBLE SIDE EFFECTS Unlike sympathetic blocking agents, Roniacol is selective— 
produces no cardiac stimulation, no hypotension, no gastrointestinal stimulation®’— may be used safely in the 
presence of gastritis, peptic ulcer or coronary disease. Of 264 patients on Roniacol Timespan, only thirteen 
experienced side effects—none of them major.? 


RONIACOL TIMESPAN tablets are recommended for convenience of therapy in conditions associated with deficient 
circulation; e.g., peripheral vascular disease, including generalized arteriosclerosis, cerebral arteriosclerosis, 
varicose ulcers, decubital ulcers, chilblains, diabetic endarteritis, Meniere’s syndrome and vertigo due to 
impaired cerebral circulation. 


DOSAGE: One or two Roniacol Timespan tablets in the morning and at night. 

SUPPLY: Tablets of 150 mg, bottles of 50. When prolonged effects are not desired, prescribe Roniacol Tartrate Tablets, 50 mg, or Roniacol Elixir, 
50 mg per teaspoonful (5 cc). 

REFERENCES: 1. Reports on File, Roche Laboratories. 2. W. D. Westinghouse, Personal Communication. 3. E. C. Texter, et al., Am. J. M. Sc., 224:408, 
1952. 4. M. M. Fisher and H. E. Tebrock, New York J. Med., 53:65, 1953. 5. |. H. Richter, et al., New York J. Med., 51:1303, 1951. 6. C. M. Castro and 
L. De Soldati, Angiology, 4:165, 1953. 7. R. M. N. Crosby, Am. J. M. Sc., 225:61, 1953. 8. J. Dosdos and G. E. Arnold, Eye Ear Nose & Throat Month., 
38:1035, 1959. 

Roniacol®—brand of beta-pyridy! carbinol. Timespan® 


PSS ROCHE LABORATORIES « pivision of Hoffmann-La Roche Inc « Nutley 10, N. J. 


RONIACOL 


Tartrate 


TIMESPAN 


SAFE, SPECIFIC PERIPHERAL VASODILATOR IN THE NEW SUSTAINED-RELEASE FORM 
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hurst, M.B., F.R.C.S., (Ed.)., M.R.C.O.G., 
Senior Lecturer in Obstetrics and Gynaecology 
in the University of Sheffield; Honorary Con- 
sultant Obstetrician and Gynaecologist in the 
United Sheffield Hospitals and the Sheffield Re- 
gional Hospital Board. Cloth. Pp. 229, with 
illustrations. Price $4.00. J. B. Lippincott Com- 
pany, East Washington Square, Philadelphia 5, 
1960. 


HENRY STANLEY PLUMMER. A Diversi- 
fied Genius. By Fredrick A. Willius, M.D., M.S., 
(in Med.), formerly Head of the Section on 
Cardiology, The Mayo Clinic; Emeritus Profes- 
sor of Medicine, The Mayo Foundation for 
Medical Education and Research, Graduate 
School of the University of Minnesota, Rochester, 
Minnesota. Cloth. Pp. 71, with illustrations. 
Price $4.50. Charles C Thomas, Publisher, 301- 
327 East Lawrence Avenue, Springfield, Illinois, 
1960. 


PHARMACOLOGY. The Nature, Action and 
Use of Drugs. By Harry Beckman, M.D., Chair- 
man, Departments of Pharmacology, Marquette 
University Schools of Medicine and Dentistry; 
Consulting Physician, Milwaukee County Gen- 
eral Hospital and Columbia Hospital; Editor, 
Year Book of Drug Therapy. Ed. 2. Cloth. Pp. 
805, with illustrations. Price $15.50. W. B. 
Saunders Company, West Washington Square, 
Philadelphia 5, 1961. 


A BIOCHEMICAL BASIS OF MULTIPLE 
SCLEROSIS. By Roy L. Swank, M.D., Ph.D., 
Professor and Head, Division of Neurology, De- 
partment of Medicine, University of Oregon 
Medical School, Portland, Oregon. Cloth. Pp. 
88, with illustrations. Price $5.00. Charles C 
Thomas, Publisher, 301-327 East Lawrence 
Avenue, Springfield, Illinois, 1961. 


RECENT ADVANCES IN RENAL DISEASE. 
The Proceedings of a Conference held in Lon- 
don at the Royal College of Physicians of Lon- 
don, 22nd-23rd July 1960. Edited by M. D 
Milne. Paper. Pp. 254, with illustrations. Price 
$5.00. J. B. Lippincott Company, East Wash- 
ington Square, Philadelphia 5, 1961. 


YOU CAN LEARN TO RELAX. A Practical 
Method for Quieting the Mind. By Dr. Samuel 
W. Gutwirth. Paper. Pp. 114, with illustrations. 
Price $1.00. Wilshire Book Company, 8721 Sun- 
set Boulevard, Hollywood 46, 1961. 


CARDIOVASCULAR DYNAMICS. By Robert 
F. Rushmer, M.D., Professor of Physiology and 
Biophysics, University of Washington Medical 
School. Ed. 2. Cloth. Pp. 503, with illustrations. 
Price $12.50. W. B. Saunders Company, West 
Washington Square, Philadelphia 5, 1961. 


TRAUMATIC LESIONS OF PERIPHERAL 
VESSELS. By Carl W. Hughes, A.B., M.D., Lt. 
Colonel, Medical Corps, U.S. Army; Assistant 
Chief, Department of Surgery, and Chief, Gen- 
eral Surgery Service, Tripler U.S. Army Hospi- 
tal, Honolulu, Hawaii; Certified by American 
Board of Surgery; Fellow, American College of 
Surgeons; Member Society for Vascular Surgery; 
Association of Military Surgeons of the Un‘ted 
States; formerly Director, Division of Surgery, 
Walter Reed Army Institute of Research, and 
Chief of Peripheral Vascular Surgery, Walter 
Reed Army Hospital; formerly, member of U.S. 
Army Surgical Research Team, Korea and Con- 
sultant in Vascular Surgery 8th U.S. Army, 
Korea; Winner of Wellcome Prize in Military 
Surgery for 1958; and Warner F. Bowers, A.B., 
B.Sc., M.D., M.S., Ph.D., Colonel, Medical 
Corps, U.S. Army; Chief, Department of Sur- 


gery, Tripler U.S. Army Hospital, Honolulu, 
Hawaii; Certified by American Board of Sur- 
gery; Diplomate of National Board of Medical 
Examiners; Fellow, American College of Sur- 
geons and former Member, Board of Governors; 
Founder Member, Central Surgical Association; 
Membre Titulaire, Societe Internationale de 
Chirurgie; Life Member, Association of Military 
Surgeons of the United States; formerly, Chief 
Surgical Consultant to GHQ, Far East Com- 
mand, 1945-48, and to the Surgeon General of 
the Army, 1948-52; Winner of Wellcome Prize 
in Military Surgery for 1955. Cloth. Pp. 197, 
with illustrations. Price $8.00. Charles C 
Thomas, Publisher, 301-327 East Lawrence 
Avenue, Springfield, Illinois, 1961. 


BASIC PHARMACOLOGY FOR NURSES. 
By Jessie E. Squire, B.A., R.N., M.Ed., Instruc- 
tor, Hayward-Fairmont School of Vocational 
Nursing, Hayward Adult and Technical School, 
Hayward Union High School District, Hayward, 
California. Ed. 2. Paper. Pp. 275, with illustra- 
tions. Price $3.50. The C. V. Mosby Company, 
3207 Washington Boulevard, St. Louis 3, 1961. 


THE MANAGEMENT OF PEDIATRIC 
PRACTICE. A Philosophy and Guide. By Hugh 
C. Thompson, M.D.; and Joseph B. Seagle, 
M.S., M.D., Department of Pediatrics, Tucson 
Clinic, Tucson, Arizona. Cloth. Pp. 172, with 
illustrations. Price $7.50. Charles C. Thomas, 
Publisher, 301-327 East Lawrence Avenue, 
Springfield, Illinois, 1961. 


SOME REFLECTIONS ON GENIUS and 
other Essays. By Russell Brain. Cloth. Pp. 192, 
with illustrations. Price $6.00. J. B. Lippincott 
Company, East Washington Square, Philadel- 
phia 5, 1960. 


FOR DOCTORS JUS 
STARTING IN PRACTICE 


on a sound, efficient basis. 


THE COLWELL COMPANY 
965 W. UNIVERSITY AVE., CHAMPAIGN, ILLINOIS 


Please send me the Daily Log Introductory Offer Information 
Kit for physicians just starting in practice. 


ADDRESS... 
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SEGAL 
INTRODUCTORY OFFER 


Colwell’s Introductory Offer provides you with a definite 
program of money-saving values, service and information on 
the complete line of Colwell Practice Management Aids, 
Office Record Supplies and Professional Stationery. By 
taking advantage of this special offer, substantial savings 
can be made in organizing the business side of your practice 


fidence. 


richest natural sources of lodine known. 
You can recommend Parkelp with con- 


A natural bulk laxative made of 
Pacific Sea Kelp. Brings gentle 
elimination by increasing intes- 
tinal bulk. 


PHILIP R. PARK, INC. 


Kelp Processors Since 1928 
Berth 42, Outer San Calif. 


RECOMMEND 
PARKELP 


Thousands use Parkelp, made 
of Pacific Sea Kelp harvested 
and processed by Philip R. 
Park, Inc. It’s one of the 
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This principle guides the design 
and construction of each OTC 
Surgical Support and Orthopedic 
Appliance, “. . . to aid the 
physician” in securing the desired 
ap to provide smooth distribution of support, } 
therapeutic effect, consistent operate independently « ther. 
with the patient’s comfort. Each 
OTC support must merit the 
physician’s approval and the 
patient’s acceptance, for each 
support is “Designed for Doctors’ 


Prescriptions.” 


Write for the name of the 
qualified OTC dealer in your area... 
ask for the OTC reference catalog. 


Supports ¢ Surgical Hosiery N. ed h, surgical weight. C 
Orthopedic Appliances ¢ Specialties the therapeutic value stretch 


yet stretches vertically too, conforms more 
the contours of any leg. Open and closed 
IF division of surgical appliance industries, inc. 
Dept. B 
28 W. 7th St., Cincinnati 2, Ohio 
Branches: New York, San Francisco, Ottawa 
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| The first full-range medication 
| for chronic gout and gouty arthritis ae 
| | ss n ew 
; | | provides comprehensive treatment by combining in Average Dose: One tablet three times a a j 
| one convenient dose: day after meals. Literature on method ae ae 
of administration and dosage is avail- 
FLEXIN® Zoxazolaminet: the most potent uricosuric able upon request. - 
Supplied: TRIURATE is available as 
| Colchicine: time-tested specific for gout—effective »eige, scored tablets, imprinted 


| in preventing acute attacks',5.6 


TYLENOL® Acetaminophen: effective, nonirritating (1) Boland, E. W.: World-Wide Abstracts 
| analgesic? which does not interfere with uricosuric 3'11 1960. (2) Kolodny, A. L.: J. Chron, 
action®.9 


Dis. 11:64, 1960. (3) Talbott, J. H.: 
Arth. & Rheumat. 2:182, 1959. (4) 


/ the triple therapeutic action of TRIURATE provides all Burns, J. J.; Yii, T. F.; Berger, L., and 
| these clinical benefits: Gutman, A. B.: Am. J. Med. 25:401, 

| 


1958. (5) Beckman, H.: Pharmacology 


* promotes maximum urinary urate excretion in Clinical Practice, Philadelphia, 

+ markedly reduces serum uric acid Saunders, 1952, pp. 515-516. (6) Tal- 

+ relieves chronic pain and discomfort bott, J. H.: J. Bone & Joint Surg. 

| - facilitates resorption of existing tophi... 1955. (8) Connor, T. B.; Carey, T. N.; 
/ prevents formation of new deposits Davis, T., and Lovice, H.: J. Clin. invest. 
| + helps restore mobility 38:997, 1959. (9) Reed; E. B.: Unpub- 
| * maintains effectiveness with minimal side effects ished data. 

*Trade-mark Patent No. 2,890,985 


McNEIL LABORATORIES, INC + PHILADELPHIA 32, pa. (McNEIL) 
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Proven 


in over six years of clinical use and 
more than 750 published clinical studies 


Effective 


for relief of anxiety and tension 


Outstandingly Safe 


1 simple dosage schedule produces rapid, dependable 
tranquilization without unpredictable excitation 


9 no cumulative effects, thus no need for difficult 
dosage readjustments 


3 does not produce ataxia, change in appetite or libido 


4. does not produce depression, Parkinson-like symptoms, 
jaundice or agranulocytosis 


5 does not impair mental efficiency or normal behavior 


Miltown: 


meprobamate (Wallace) 


Usual dosage: One or two 400 mg. tablets t.i.d. 
Supplied: 400 mg. scored tablets, 200 mg. 
sugar-coated tablets; in bottles of 50. 


———-Also supplied in sustained-release capsules . . 
Meprospan:j 


Available as Meprospan-400 (blue-topped sustained- 
release capsules containing 400 mg. meprobamate), 
and Meprospan-200 (yellow-topped sustained-release 
capsules containing 200 mg. meprobamate). 


WALLACE LABORATORIES / Cranbury, N. J. 
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Ideal Folding Table 


For Home and Office 


Applications for membership 


CALIFORNIA 
Daughters, Harry L., (Renewal) 224 W. Central Ave., La 


Habra 


IOWA 
Rogers, Richard C., (Renewal) Box 271, Eldora 
Reynolds, C. R., (Renewal) First Natl. Bank Bldg., Fairfield 
Widmer, D. L., (Renewal) Box 11, Newell 
Regier, Rufus A., 19 Third Ave., N. W., Pocahontas 
Clark, Thomas S., (Renewal) Rolfe 


MiSSOURI 
Payne, William H., (Renewal) Purdin Height 27 Vn" Length 69" 
NEW MEXICO Weight 32 Ibs. Width 22” 


Russo, Charles P., (Renewal) Box 201, Mountainair 


Price $42.50 
NEW YORK Z 


Waller, M. Allen, (Renewal) 9923 Avenue J, Brooklyn 36 (Paratex and felt) 2’ Paratex padding 
$12.50 additional 


OREGON 


Herscher, Fred, (Renewal) Box 745, Sutherlin 
American Osteopathic Assn. 


212 E. Ohio St., Chicago 11, Illinois 


TEXAS 
Michael, Myra Shlanta, (Renewal) 9426 S. Beckley Ave., 
Dallas 32 


COMMON SENSE FOR A COMMON PROBLEM from 


IF’ you need SAFE, EFFECTIVE THERAPY for long-term 
treatment of ARTHRITIS and RHEUMATISM remember 


SALIMEPH 


analgesic" 
antirheumatic." 


Salicylamide 


Mephenesin relict of spasm 


Vitamin C maintains 
adrenal reserve ~~ 


For Best Results Prescribe SALIMEPH FORTE 


Each capsule-shaped tablet contains: | Write for sample and literature to 


Salicylamide . . . . . 500mg.|] KREMERS-URBAN CO. 
Mephenesin . . . . . 833 mg. Milwaukee 1, Wisconsin 
Ascorbic Acid . . . . 650 mg. | Distinctive Ry Specialties Since 1894 
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WEOMYCIN SUSPENSION 


% with PECTIN amd KAOLIN 
CAUTION: Federal Jaw prohibits a 
j dispensing without prescription. A ¢ 
Merck Sharp & Dohme § 
Division of Merck & Co., Int. 


ag 


Cremomycin. provides rapid relief of virtually all diarrheas 


Neomycin—actively bactericidal against a wide range of gram-negative intestinal pathogens, 
but relatively ineffective against certain diarrhea-causing organisms. 


SULFASUXIDINEg succinylsulfathiazole—an ideal adjunct to neomycin because it is highly 
effective against Clostridia and certain other neomycin-resistant organisms. 


KAOLIN AND PECTIN—coat and soothe the inflamed mucosa, adsorb toxins, help provide rapid 
symptomatic relief. 
Additional information on CREmMomyYCcIn is available to physicians on request. 


= MERCK SHARP & DOHME, DIVISION OF MERCK & CO., INc., WEST POINT, PA. 


GREMOMYCIN AND SULFASUXIDINE ARE TRADEMARKS OF MERCK & CO., INC, 
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on the pathogenesis 
of pyelonephritis: 


“An inflammatory reaction here [renal papillae] 
may produce sudden rapid impairment of renal 
function. One duct of Bellini probably drains more 
than 5000 nephrons. It is easy to see why a small 
absce 3s or edema in this area may occlude a por- 
tion of the papilla or the collecting ducts and may 
produce a functional impairment far in excess of 
that encountered in much larger lesions in the 
cortex.”! 

The “exquisite sensitivity”? of the medulla to 
infection (as compared with the cortex), highlights 
the importance of obstruction to the urine flow in 
the pathogenesis of pyelonephritis. “There is good 
cause to support the belief that many, perhaps. 
most, cases of human pyelonephritis are the result 
of infection which reaches the kidney from the 
lower urinary tract.” 


to eradicate the pathogens no matter the pathway 


FURADANTIN 


brand of nitrofurantoin 


High urinary concentration ¢ Glomerular filtration plus tubular excretion ¢ Rapid antibacterial 
action @ Broad bactericidal spectrum ¢@ Free from resistance problems ¢ Well tolerated—even after 
prolonged use @ No cross resistance or cross sensitization with other drugs 
Average Furadantin Adult Dosage: 100 mg. tablet q.i.d. with meals and with food or milk on retir- 
ing. Supplied: Tablets, 50 and 100 mg.; Oral Suspension, 25 mg. per 5 cc. tsp. 
References: 1. Schreiner, G. E.: A.M.A. Arch. Int. M. 102:32, 1958. 2. Freedman, L. R., and Beeson, P. B.: Yale J. Biol. & Med. 30:406, 
1958. 3. Rocha, H., et al.: Yale J. Biol. & Med. 30:341, 1958. 
* NITROFURANS—a unique class of antimicrobials 
EATON LABORATORIES, DIVISION OF THE NORWICH PHARMACAL COMPANY, NORWICH, N. Y. 
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PRICE 


Can You Beat It? 


A Genuine ‘‘Whirlwind’’ Heavy-Duty Pump 


Wherever you need suction or pressure, you need this 
little giant. Built for rugged, continuous duty in sur- 
gical or nursing service. Extremely quiet for use in 
wards or multiple-bed rooms. 30-lb. pressure, 27” 
vacuum. Complete with regulators, gauges, automatic 
oiler, safety trap for liquids, thermal cutoff, filter, 
muffler, stand, 1-gallon receiver bottle with separable 
connectors, electric cord with line switch, Williams 
euction tubes, rubber tubing. 

The stand has stainless steel top and shelf, a drawer 
for accessories, four swivel casters. 


Whirlwind Portable Pump only, without stand $ 89.50 
Either of above with oil-less pump, add .......... $ 25.00 


Complete, illustrated circular on Whirlwind pumps 
and accessories upon request. 


GUARANTEED FOR 3 YEARS 


against mechanical failure. In event of breakdown, 
you pay only for parts. 


AVAILABLE ONLY AT 


9 


COMPLETE HOSPITAL AND SURGICAL SUPPLY 


609 College St. Cincinnati 2, O. 
STORES IN CINCINNATI, DAYTON AND COLUMBUS 
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Changes of Address 


Accardo, Phillip L., from Kansas City, Mo., to 1206 W. 
U. S. Highway 24, Independence, Mo. 

Ahlstrom, Howard B., from Rivera, Calif., to 9316 E. Wash- 
ington Blvd., Pico-Rivera, Calif. 

Alshan, Norman, from Rivera, Calif., to 7014 S. Rosemead 
Blvd., Pico-Rivera, Calif. 

Atkin, Walter S., from Kansas City, Kans., to 3013 W. 
49th Place, Shawnee Mission, Kans. 

Augter, Eugene F., from Azle, Texas, to Guymon Osteo- 
pathic Hospital & Clinic, 1102 N. Main St., Guymon, 
Okla. 

Avallone, Michael F., from 6519 Frankford Ave., to 5525 
Harbison Ave., Philadelphia 24, Pa. 


Bashner, Morton Herbert, from Pacoima, Calif., to 16227 
Devonshire St., Mission Hills, Calif. 

Beck, Daniel B., from Rivera, Calif., to 7014 S. Rosemead 
Blvd., Pico-Rivera, Calif. 

Belsky, Daniel H., from Philadelphia, Pa., to 141 Pine Tree 
Road, Radnor, Pa. 

Bennington, Robert C., from Powell, Ohio, to 5388 Byers 
Circle, W., Columbus 14, Ohio 

Berenson, Philip, from 2447 190th St., to 2455A 190th St., 
Redondo Beach, Calif. 

Billings, Donald W., from Toledo, Ohio, to 4260 Catalpa 
Drive, Dayton 5, Ohio 

Bishop, Ray E., from Chicago, IIl., to Hillcrest Osteopathic 
Hospital, Inc., 2129 S. W. 59th St., Oklahoma City 
9, Okla. 

Brady, John T., from Oklahoma City, Okla., to 14302 
Shadywood Drive, Plymouth, Mich. 

Brostman, John R., from Richmond Heights, Ohio, to 5105 
Wilson Mills Road, Cleveland 24, Ohio 


Campbell, John W., from 204 Security Bldg., to 320 E. 
29th St., Davenport, Iowa 

Carpenter, George, from 308 Walnut St., to 715 Morton 
St., Paris, Tenn. 

Casey, Gertrude J., from San Francisco, Calif., to 151 Elm 
Ave., Mill Valley, Calif. 

Casey, Vernon V., from San Francisco, Calif., to 151 Elm 
Ave., Mill Valley, Calif. 

Cherwin, M. S., from 720 Main St., to 731 Main St., Long- 
mont, Colo. 

Cogburn, Gilbert, from Aspermont, Texas, to 219 Baker 
Hotel, Mineral Wells, Texas 


Day, Rubie W., from Box 66, to Box 28, Harrison, Maine 

Deady, Eugene, from Stanwood, Mich., to 1212 Wood St., 
Lansing 12, Mich. 

Dunlop, Lillie M., from 801 Equitable Bldg., to 4221 
Douglas Ave., Des Moines 10, Iowa 

Dunn, Paul V., from 1060 N. W. 79th St., to 8555 N. E. 
Second Ave., Miami 38, Fla. 


Edmiston, T. Burton, from 447 Leland Ave., to 467 Hamil- 
ton Ave., Palo Alto, Calif. 


Falknor, David E., from Box 208, to Box 158, Sophia, 
W. Va. 

Feramisco, James L., from Wilburton, Okla., to 513-B N. 
Helberta Ave., Redondo Beach, Calif. 

Fralick, George E., from Portland, Ore., to 15376 Saranac, 
Whittier, Calif. 

Franklin, James E., from 2182 Florin Road, to 3601 52nd 
Ave., Sacramento 23, Calif. 

Fries, Robert Heaton, from Pinedale, Calif., to 1502 E. 
Olive Ave., Fresno 4, Calif. 


| \/ 


essential 

partners 
in the 
control 

of edema 


classic 


METAHYDRIN 


brand of trichlormethiazide 


Now...the alternate or combined use of these two drugs 

can help the physician meet with maximum efficiency 

the demands of diuretic therapy in almost any phase or degree 
of cardiac edema—acute or chronic. 


SEND FOR METAHYDRIN BROCHURE 


73860 FE 
LAKESIDE 
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Peri-Colace meets 

the three major criteria 

for an effective laxative — 
as established by physicians” 


1. clinically 
proven 
effectiveness 


| 2. predictable 
action 


_ freedom from 

or 
other irritating | 
side effects 


*Results of a survey of over 
1,000 physicians conducted by 
the Bureau of Research, Inc., 
555 W. Jackson Blvd., Chicago 
6, Illinois (April, 1960). 


Mead Johnson 
Laboratories 


Symbol of service in medicine 
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in geriatric patients 


Anthraquinone derivatives from cascara and dioctyl sodium sulfosuccinate, Mead Johnson 


eliminates the enema and straining at stool 


In geriatric patients,” Peri-Colace promptly, yet gently, induces bowel 

» movements—satisfactory evacuation without straining. It helps to elim- 
inate the use of enemas for bedfast patients, even where fecal impaction 
is a complicating factor.’ 


Experience in practice’? has shown the unusual dependability of 
Peri-Colace in elderly patients with a wide variety of illnesses compli- 

be cated by constipation. In many of these, muscular strength is insufficient 
to effect a bowel movement.’ With Peri-Colace, a soft, easily passed stool 
is evacuated within 8 to 12 hours. 


P With Peri-Colace, “...side effects such as griping are reduced to a 
minimum.”? 


References: (1) Smigel, J. O.; Lowe, K. J.; Hosp, P. H., and Gibson, J. H.: M. Times 86:1521-1526 
(Dec.) 1958. (2) Napp, E. E., and Donnenfeld, A. M.: J. Am. Geriatrics Soc. 8:858:860 (Nev.) 1960. 
(3) Broders, A. C., Jr.: Am. J. Digest. Dis. 2:483-486 (Sept.) 1957. 
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cures the first 
ten million “tries” 


only consistent, sustained relief of cold symptoms 


In 9 years Novahistine formulas haven't cured a single cold but, according 
to National Prescription Audits, they have been prescribed for relief of 
symptoms in over 10,000,000 patients. 

Novahistine LP, for instance, brings prompt, continuous cold symptom 
relief for 8 to 12 hours. Two Novahistine LP tablets in the morning and two 
in the evening will control the average patient's cold discomforts. Each 
tablet contains 25 mg. phenylephrine hydrochloride and 4 mg. chlorpro- 
phenpyridamine maleate. 


fv PITMAN-MOORE COMPANY obivision OF ALLIED LABORATORIES, INC., INDIANAPOLIS 6, INDIANA 
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Frost, Jack, from Long Beach, Calif., to 112 S. La Senda 
Drive, Three Arch Bay, South Laguna, Calif. 

Furney, Richard H., from 200 E. Lucerne Circle, to 2901 
Corrine Drive, Orlando, Fla. 


Gasperich, Frank J., from 111% E. Broadway, to 201 E. 
Broadway, Box 650, Sand Springs, Okla. 

Gingrich, Miles E., Jr., from Maple City, Mich., to 407 S. 
Maple Ave., Mancelona, Mich. 

Goodridge, John P., from Hartford, Conn., to 779 Farming- 
ton Ave., West Hartford 7, Conn. 

Greene, David B., from 1812-C W. Davis, to 2207 Barberry 
Drive, Dallas 11, Texas 

Greer, Lawrence, from Englewood, Colo., to 5935 S. Uni- 
versity Blvd., Littleton, Colo. 

Gregory, Buford L., from Tulsa, Okla., to Kirksville Osteo- 
pathic Hospital, 800 W. Jefferson St., Kirksville, Mo. 

Gulden, H. L., from 215% Main St., to 819 Lincolnway, 
Ames, Iowa 

Gundermann, William Charles, from Clinton, Maine, to 
164-27 86th Road. Jamaica 32, L.I., N.Y. 


Heller, Harry A., from 23738 Joy Road, to 24250 Joy Road, 
Detroit 39, Mich. 

Hixson, Heber, from Maitland, Fla., 
S. W., Largo, Fla. 

Hocka, Frank J., from 8608 Hough Ave., to 14320 St. Clair 
Ave., Cleveland 10, Ohio 

Horowitz, A. Bernard, from 3513 Elizabeth Lake Road, to 
3803 Elizabeth Lake Road, Pontiac, Mich. 


Jenkins, William R., from Granbury, Texas, to Fort Worth 
Osteopathic Hospital, Inc., 1000 Montgomery St., Fort 
Worth 7, Texas 

Jorgensen, Thorleif V., from Fairview, Mich., to 219 S. 
Lake St., Boyne City, Mich. 

Joseph, J. Harris, from 5745 Woodbine Ave., to 226 S. 21st 
St., Philadelphia 3, Pa. 


Kallet, Charles C., from Syracuse, N.Y., to 1314 Filmore St., 
Hollywood, Fla. 

Kenney, John R., from 903 Fletcher Trust Bldg., to 703 
Fletcher Trust Bldg., Indianapolis 4, Ind. 

Kling, Quentin P., from Davenport, Iowa, to 4118 W. 
Western Ave., South Bend 19, Ind. 

Knox, John C., Jr., from Cooper, Texas, to Grandview Hos- 
pital, 405 Grand Ave., Dayton 5, Ohio 

Kreamer, Robert Max, from 403 Savings & Loan Bldg., to 
4900 Franklin Ave., Des Moines 10, Iowa 


Larimore, Leland S., from 25 E. 12th St., to 906 Grand 
Ave., Kansas City 6, Mo. 

Legg, William J., from 8325 N. Oak Trafficway, to 7220 N. 
Oak Trafficway, Kansas City 18, Mo. 

Leweaux, Virginia V., from 440 Morgan Bldg., to 1509 
N. E. Siskiyou St., Portland 12, Ore. 

Lewis, Martin Isaac, from 1868 Pine Ave., to Long Beach 
Osteopathic Hospital-Magnolia Hospital, 2776 Pacific 
Ave., Long Beach 6, Calif. 

Lezinski, John, from 1101 W. Broward Blvd., 
Federal Highway, Fort Lauderdale, Fla. 

Lindenbaum, Armold M., from Hawthorne, Calif., to 13217 
Wilkie Ave., Gardena, Calif. 

Linville, John E., from 25 E. 12th St., to 906 Grand Ave., 
Kansas City 6, Mo. 

Loignon, Henri P., from Delano, Calif., to 18 S. Chester 
Ave., Bakersfield, Calif, 

Lowry, Marshall E., from Dimondale, Mich., to 2301 Ash- 
worth Road, West Des Moines, Iowa 


to 512 First Ave., 


to 309 N. 


Marsella, Augustus F., from Natick, R.I., to 950 Providence 
St., West Warwick, R.I. 

McGuerty, P. A., from 223 H. & H. Bldg., to 1732 Luce, 
Cape Girardeau, Mo. 

Meaney, William E., from Kirksville College of Osteopathy 
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A Dozen New 1961 Medical 
Books from Lippincott! 


DIAGNOSTIC CYTOLOGY 


And Its Histopathologic Bases. 
By LEOPOLD G. KOSS, M.D., with GRACE R. ys B.S. 377 
Pages, 776 Illustrations, including 6 Color Plates. $16.50. 


DISEASE AND INJURY 
Edited by LEOPOLD BRAHDY, M.D. 25 Emi 
Text Pages, 9 Illustrations. $12.50. 


t Contribut 464 


3. 


CALCULATIONS IN PHARMACY 
By SUE. H. ROUSE, M.S.; and M. GEORGE WEBBER, Ph.D. 234 
ages. UU. 


a 


MANUAL OF CLINICAL BACTERIOLOGY 


By ALEXANDER KIMLER, Ph.D. 201 Pages, 41 Illustrations, Paper- 
bound. $4.75. 


ORTHOPAEDIA 

Translated from the French of NICOLAS ANDRY. A Photographic 
Reproduction of the first English Edition of 1743. 540 Pages, 14 
Illustrations, Two Volumes Boxed. 00. 


6. 


SOME REFLECTIONS ON GENIUS 


And Other Essays. 
By RUSSELL BRAIN. 192 Pages, III 
Only. $6.00. 


trated. North A 


7. 


AMERICAN DRUG INDEX 1961 
By CHARLES O. WILSON, Ph.D.; and TONY EVERETT JONES, Ph.D. 
791 Pages. $6.75. 


HANDBOOK OF PHYSIOLOGY 


(43rd Edition) 

R. J. S. McDOWALL, M.D., D.Sc., M.R.C.P. (Lond.), F.R.C.P. 
(ean) 4 759 Pages. Profusely Illustrated. United States Market Only. 
$12 


9. 


A STUDENT’S GUIDE TO OBSTETRICS 
AND GYNAECOLOGY 


By CHRISTOPHER J. DEWHURST, M.D., F.R.C.S. (ED.), M.R.C.O.G. 
229 Pages, 19 Figures. United States Market Only. $4.00. 


RECENT ADVANCES IN RENAL DISEASE 
The Proceedings of a Conference Held in London at the 


Royal College of Physicians of London. 
Edited by M. D. MILNE. 254 Pages, 88 Figures, Charts. North Ameri- 
can Market Only. $5.00. 


NEW AND NONOFFICIAL DRUGS 1961 
Issued Under the Direction and Supervision of the Council 


on Drugs of the American Medical Association. 
849 Pages. This Item Not Returnable. $4.00. 


CLINICAL TOXICOLOGY 

By C. J. POLSON, M.D., F.R.C.P., M.R.C.S.; and R. 
O.B.E., M.D., F.R.C.P. 589 Pages. Not A fro pp in 
the British Commonwealth. $10.00. 


J. B. LIPPINCOTT COMPANY 
East Washington Square, Philadelphia 5, Pa. 
In Canada: 4865 Western Avenue, Montreal 6, P. Q. 


1 2 3 4 5 6 
7 8 9 10 11 12 
Please send me the books circled above. 

NAME. 

ADDRESS. 

CITY. ZONE STATE_ 

0 Charge ( Payment Enclosed 

oc ient Monthly Payment 
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When the headache is associated with nervous tension and G.I. disturbance: 

CAFERGOT P-B TABLETS: ergotamine tartrate 1 mg., caffeine 100 mg., CAFERGOT TABLETS: ergotamine tartrate 1 mg., caffeine 
Bellafoline 0.125 mg., pentobarbital sodium 30 mg. Dosage: 2 at first sign 100 mg. Dosage: same as Cafergot P-B Tablets. 

of attack; if needed, 1 additional tablet every % hour until relieved 

(maximum 6 per attack). 

CAFERGOT P-B SUPPOSITORIES: ergotamine tartrate 2 mg., caffeine 100 mg., CAFERGOT SUPPOSITORIES: ergotamine 

Bellafoline 0.25 mg., pentobarbital sodium 60 mg. Dosage: 1 as early as tartrate 2 mg., caffeine 100 mg. Dosage: same 

possible in attack; second in 1 hour, if needed (maximum 2 per attack). as Cafergot P-B Suppositories. 

For @ new brochure on Migraine and Tension Headaches, reviewing clinical reports on diagnosis and therapy, write: Sandoz, Hanover, N. 9. SANDOZ 
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and Surgery, to Kirksville Osteopathic Hospital, 800 
W. Jefferson St., Kirksville, Mo. 

Mintz, Samuel, from El Monte, Calif., to 855 N. Lark Ellen 
Ave., West Covina, Calif. 

Mintzer, Harry F., from Wood Lynne, N.J., to 131 Parker 
Ave., Woodlynne, Oaklyn, N.J. 

Murakami, Clifford Y., from 654 W. 110th St., to 4811 
Parkglen Ave., Los Angeles 43, Calif. 


Newman, Donald D., from Los Angeles, Calif., to 810 E. 
Valley Blvd., San Gabriel, Calif. 


Patterson, Robert N., from 512 First Ave., S. W., to 920 
W. Bay Drive, Largo, Fla. 

Pazak, William J., from Sharon, Pa., to Cherry St., Marien- 
ville, Pa. 

Pearson, Craig, from Malin, Ore., to 5352 Auburn Blvd., 
Sacramento 21, Calif. 

Prineas, M. Mike, from Seattle, Wash., to 10014 Edmonds 
Way, Edmonds, Wash. 


Record, Blanche B., from 1131 Second Ave., to 748 17th 
St., Rock Island, Ill. 

Reiland, Bernard F., from Davisburg, Mich., to Detroit 
Osteopathic Hospital, 12523 Third Ave., Detroit 3, 
Mich. 

Reilly, Richard E., from Portland, Ore., to Fossil, Ore. 

Riviello, Benny, Jr., from Pennsauken, N.J., to 104 Elkins 
Road, Forrest Hill, Haddonfield, N.J. 

Ross, Eugene F., from 114 S. Garvin St., to 503 S. Main 
St., Lindsay, Okla. 

Ruffino, Gasper F., from Garden City, Mich., to 14325 
Middlebelt Road, Livonia, Mich. 


Salkind, Henry, from Sharon, Pa., to 1407 Wick Ave., 
Youngstown 4, Ohio 

Salmen, H. C., from 2024 Broadway, to 6624 13th St., 
Sacramento 22, Calif. 

Scarinzi, Hugo, from Arvada, Colo., to Arriba, Colo. 

Secrest, Gloria, from Alhambra, Calif., to 855 N. Lark Ellen 
Ave., West Covina, Calif. 

Sigal, Louis, from 1060 N. W. 79th St., to 880 N. W. 79th 
St., Miami 50, Fla. 

Silbereisen, Fred E., from Brookfield, Conn., to 905 Forbes 
St., Blackwood, N.J. 

Smith, James W., from 415 S. Federal Highway, to 599 S. 
Federal Highway, Dania, Fla. 

Snow, Robert M., from 7307 E. Main St., to 7382 E. Main 
St., Reynoldsburg, Ohio 

Stute, William D., from La Mesa, Calif., to 5310 Redding 
Road, San Diego 15, Calif. 

Sullivan, C. B., from 1623 E. 15th St., to 3507 E. Admiral 
Place, Tulsa 15, Okla. 


Tilley, R. McFarlane, from 1400 E. Patterson Ave., to 1402 
E. Patterson Ave., Kirksville, Mo. 

Towne, George James, from 448 S. Hill St., to 1155 N. 
Vermont Ave., Los Angeles 29, Calif. 


Vinson, Jack R., from 6404 Avenue W, to 3501 Avenue Q, 
Lubbock, Texas 


Weathers, William A., from Plainview, Texas, to 5913 Mc- 
Cart St., Fort Worth 15, Texas 

Wilson, D. Dwane, from Burbank, Calif., to 16922 Sherman 
Way, Van Nuys, Calif. 

Witt, John L., from Box 262, to Box 538, Groom, Texas 


Zamot, Adeline Bennett, from Rivera, Calif., to 8401 S. 
Rosemead Blvd., Pico-Rivera, Calif. 
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In psoriasis 


allantoin and special coal tar extract 


widely prescribed 
Clinically proven/ cosmetically elegant 


“Psoriasis is, today, incurable, but, 
psoriasis can be a very manageable 
disease.”? In a recent study of 214 
chronic psoriatics treated with ALPHOSYL 
“...every patient manifested 

some favorable response.” 


1, Welsh, A. L.: Report, Conference on the M 

of Chronic Dermatoses, University of Cincinnati 
College of Medici inci i, Ohio, N ber 4-5, 1959. 
Available: Alphosy! Lotion in 8 oz. bottles. 


REED & CARNRICK | Kenitworth. New Jersey 


special coal tar extract 


allantoin/hexachloroph 


CREAM AND SHAMPOO 
CLEARS SCALP SEBORRHEAS 
FROM CRADLE CAP TO DANDRUFF 
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for 
real or potential 


ulcer... 


meprobamate with PaTHiLon®tridihexethy! chloride Lederle 


anticholinergic... . 
treats the trauma 
tranquilizer. . . 
controls the tension 


Indications: duodenal ulcer; gastric ulcer; intes- 
tinal colic; spastic and irritable colon; ileitis; esoph- 
ageal spasm; anxiety neurosis with gastrointestinal 
| symptoms, and gastric hypermotility. 


Administration and Dosage: PATHIBAMATE- 
400 (full meprobamate effect) —1 tablet three 
times a day at mealtime, and 2 tablets at bedtime. 
PATHIBAMATE-200 (limited meprobamate effect) 
—1 or 2 tablets three times a day at mealtime, and 
2 tablets at bedtime. Adjust to patient response. 


Contraindications: glaucoma; pyloric obstruction, 
and obstruction of the urinary bladder neck. 


LEDERLE LABORATORIES 
A Division of AMERICAN CYANAMID COMPANY 
Pearl River, New York 
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this is ... this is ... 
organic digestion NORMAGESTion 


Ptyalin Amylase 


HCL 
Pepsin 


Trypsin | 
Chymotrypsin | Protease 
Amylase Amylase 
Lipase | | Lipase 
Bile| [Bile Salts 


Cellulase 


this is the new VM 61 


NORMAGEST 


The complete natural digestant that handles cellulose too! 
The digestant with standardized enzyme activity. 


50 Tablets........ 4.00 
7.50 


TABLET CONTAINS, 100 Tablets....... 


Standardized 30 mgs. 

Willstatter Units 

tandardized Pancreatin (equivalent Pancreatin N.F. 300 ) 100 mas. 


MIiTAMAIN INC. 


GLENDALE 1, CALIFORNIA 
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Didrex doesn’t perform miracles... 
it just helps the obese patient do 


it herself. The reason is simple: persistent, significant 
loss of weight, up to 30 weeks in reported cases, helps to preclude 
the “weight plateau” that so often discourages dieters after a 
few weeks. Thus, time and will become your allies in changing the 
patient’s dietary habits built over months or years of weight ac- 
cumulation. Didrex may be used in closely supervised diabetic, 
coronary insufficient, and hypertensive patients. 


75th year 


BRIEF BASIC INFORMATION 


Description: Didrex is the Upjohn brand of benzphetamine 
hydrochloride [(+)-N-benzyl-N, a-dimethyl-phenethylamine hy- 
drochioride). A sympathomimetic compound with marked ano- 
rectic action and relatively little stimulating effect on the 
CNS or cardiovascular system. 

Indications: Control of exogenous obesity. 

Contraindications: None known to date. However, use with cau- 
tion in moderate or severe hypertension, thyrotoxicosis, acute 
coronary disease, or cardiac decompensation. 

Dosage: Initiate appetite control with 4% to 1 tablet (25 to 
50 mg.) in mid-morning or mid-afternoon, according to the 
patient’s eating habits for several days. Then ‘‘adjust’’ dosage 
to suit each patient’s needs to a maximum of 3 tablets daily 
(150 mg.). 

Side Effects: No effects on blood, urine, renal or hepatic 
functions have been noted. Minimal side effects have been 
observed occasionally: dry mouth, insomnia, nausea, palpita- 
tions and nervousness. 

Supplied: 50 mg., benzphetamine hydrochloride, press-coated, 
scored tablets, in botties of 100 and 500. 


*Trademark—brand of benzphetamine hydrochloride, Upjohn. 


References: 1. Stough, A. R.: Weight loss without diet worry: use of benzphetamine hydrochloride (Didrex). Journal of the Oklahoma State Medical Association, 
53:760-767 (November) 1960. 2. Oster, H., and Mediar, R.: A clinical pharmacologic study of benzphetamine (Didrex), a new appetite suppressant. Arizona Medicine, 
17:398-404 (July) 1960. 3. Simkin, B., and Wallace, L.: A controlled clinical trial of benzphetamine (Didrex). Current Therapeutic Research, 2:33-38 (February) 1960. 
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before, 
durin 
and 
after 

surgery 


KOAGAMIN, unlike other hemostatic 
agents, acts quickly in minimal dos- 
ages. Working on the late phases of 
the clotting mechanism, KOAGAMIN 
does not require massive and pro- 
longed pre- or postoperative dosages. 
Several million doses over twenty 
years, without reported toxic or un- 
toward effects, attest to its safety 
and value. 

KOAGAMIN, an aqueous solution of oxalic 
and malonic acids for parenteral use, is sup- 
plied in 10-cc. diaphragm-stoppered vials, 
Chatham Pharmaceuticals, Inc. 

Newark 2, New Jersey 


Distributed in Canada by Austin Laboratories, 
Limited, Guelph, Ontario 


KOAGAMIN’ 


(parenteral hemostat) 


controls 


dosage 
and 
maximum 
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Now...the only with extra-broad spectrum benefits:— 

action at lower milligram intake... broad- 
Nystatin combination range action...sustained peak activity... 
with extra-active extra-day security against resurgence of 
DECLOMYCIN® primary infection or secondary invasion. 


Demethyichlortetracycline 


Demethylchlortetracycline and Nystatin LEDERLE 


CAPSULES, 150 mg. DECLOMYCIN Demethylchlortetracycline HCl and 250,000 units Nystatin. 
DOSAGE: average adult, 1 capsule four times daily. 


LEDERLE LABORATORIES, A Division of AMERICAN CYANAMID COMPANY, Pearl River, New York QHD 
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Norflex 


Dosage is the same for all adults... 


regardless of age, sex, or weight 


*U.S. Patent No. 2,567,351; other patents pending. 


whether 

muscle spasm 

is caused by 
tension or trauma 


orphenadrine citrate 


relieves the muscle in spasm and the 
associated pain...exerts its action 
only at the site of need. :. without 
impairment of general muscle tonus. 
Daylong and nightlong relief pro- 
vided by prolonged action. 


...just two tablets daily. 
1 tablet (100 mg.) b.id. 
Available in bottles of 50 tablets. 


Northridge, California 
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doctors in town 


ibucaine CIBA) 
...For minor cuts and burns, sunburn, hemorrhoids, removing 
sutures, performing routine office surgery, making instrument 
examinations. And, to best suit every situation, there’s 
a choice of Ointment, Cream, Lotion, Suppositories. 
Complete information seni on request. 


stop hemorrhoid pain with - 
NUPERCAINAL SUPPOSITORIES 
exact dosage * fast acting“ 


SUMMIT, N. J. 


— 
‘ 


